veculiar 
fashion. 
ow and 
I could 
sewed 
iad any 
wn the 
asafet- 
s. The 
r10lested 
further 


ic Con- 
“woman 
le goes 
‘erviews 
atient a 
ion and 
record, 
estioned 
etations, 
rgestion. 
lat psy- 


with 
> mental 
studied, 
order to 


ire suffi- 
modern 
of most 
1is book, 
irvey of 
gists, is 
current 
d. 
M. D., 
rille, Va. 


Oct. 


THE AMERICAN JOURNAL OF PSYCHIATRY 


1950 


NONCONVULSIVE ELECTRIC STIMULATION THERAPY 


Its PLAcE IN THE TREATMENT OF AFFECTIVE DisorDERS, WITH NoTES ON THE 
RecriprocAL RELATIONSHIP OF ANXIETY AND DEPRESSION * 


LEO ALEXANDER, M.D.,? Boston, Mass. 


This paper is based on 1,081 electric treat- 
ments carried out in 98 patients, in 62 of 
whom I used 305 nonconvulsive electric stim- 
ulation treatments, either in connection with 
convulsive electroshock or alone. I started 
to use nonconvulsive treatment as a means 
of terminating prolonged apnea or laryngo- 
spasm, which sometimes occurs following 
convulsive electroshock treatment (Fig. 1), 


Convulsive 
electroshock 


undesirable circulatory side effects following 
convulsive electroshock treatment. Given 
through the standard frontal leads it is asso- 
ciated with constriction; given through 
temporoparietal leads, with dilatation of the 
pupils. 

Since I started employing this procedure 
in November, 1948, I have not had to ad- 
minister artificial respiration or oxygen in a 


i 


jj 


of convulsion 
convulsion 


sec "Tonic phase’ Clonic phase of 'Post-shock apnea ' Respiration resumed 


Fic. 1.—Respirograph tracing obtained during a convulsive electroshock treatment of a female patient 
aged 69 years, suffering from involutional depression. Note period of apnea lasting 21 seconds, following 


the clonic phase of the convulsion. 


according to the principle of “countershock” 
that had been used effectively in the treatment 
of severe accidental electric injuries(1, 2). 
I chose nonconvulsive countershock in order 
to avoid throwing the patients into another 
seizure. I found that such nonconvulsive 
countershock stimulation promptly restored 
respiration (Fig. 2) as well as reversing the 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 1-5, 
1950. 

2 Director, Neurobiologic Unit, Division of Psy- 
chiatric Research, Boston State Hospital ; Instructor 
in Psychiatry, Tufts College Medical School. 


single case, nor did I have to cope with 
prolonged cyanosis or other manifestations 
of cardiac or circulatory embarrassment, 
either in old people or in individuals whose 
cerebral circulation was impaired by other 
abnormalities. 

Nonconvulsive stimulation was adminis- 
tered by means of Reiter electrostimulators 
(models 1 and 2), which deliver 30 groups 
of 6 spiked pulses per second ; unidirectional 
current averaging I$ to 5 milliamperes with 
spikes up to 60-200 milliamperes were usually 
employed over periods ranging from 30 
seconds to 6 minutes, in most cases varying 
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from I to 3 minutes. Convulsive treatment 
was administered by means of Reiter electro- 
stimulators using unidirectional current 
averaging 8-20 milliamperes, with spikes up 
to 320-600 milliamperes flowing from 5 to 
60 seconds, or with the Medcraft electroshock 
apparatus, using alternating current of 450- 
600 milliamperes flowing for one-half second. 

I soon found that the use of nonconvulsive 
countershock also had modifying and allevi- 


Convulsive 
electroshock 


that, in a number of cases receiving convul- 
sive electroshock only, memory frequently 
was dramatically restored as soon as a fur- 
ther convulsive treatment followed by a non- 
convulsive countershock or a nonconvulsive 
treatment alone was given. Such treatments 
were particularly helpful at the end of the 
series. 

Because of this high degree of modifiabil- 
ity, I have come to regard the memory dis- 


| | 


j 


T A 
Ssec Tonic phase Clonic phase of 
of convulsion 
Convulsion 


Nonconvulsive 
countershock 


Fic. 2.—Respirograph tracing obtained during a convulsive electroshock treatment and an immediately 
following nonconvulsive countershock treatment of the same patient from which the recording shown in 
Fig. 1 was obtained. Note the immediate resumption of respiratory activity upon initiation of nonconvulsive 
countershock and its maintenance at a regular rate and amplitude throughout the period of nonconvulsive 
countershock stimulation. At the same time, the patient’s maximally dilated pupils constricted immediately, 
and her cyanosis was promptly replaced by a bright flush. The electrical stimulus to respiration appears 
to have precedence over the chemical stimuli: the hyperpnea caused by the accumulation of CO, during the 
treatment does not manifest itself until after the termination of the nonconvulsive countershock stimulation. 


ating effects upon 3 other complications of 
electroshock treatment, namely, on the so- 
called memory loss, on the reduction of spon- 
taneous activity, and on postelectroshock 
anxiety, which can become disturbing com- 
plications in the successful management of 
the sick person following electroshock treat- 
ment. The successful relief from depression 
brought about by convulsive electroshock 
was unaffected by the subsequent noncon- 
vulsive countershock. Moreover, whenever 
the nonconvulsive countershock was given, 
I found that the memory disturbance follow- 
ing electroshock was not only less pronounced 
than with convulsive electroshock alone, but 


turbance that follows convulsive electroshock 
treatments as a decreased awareness for 
memory contents rather than a true memory 
loss. The subsequent nonconvulsive electric 
stimulation that relieved this memory dis- 
turbance obviously acted as a stimulus that 
could counteract the inhibition of awareness 
produced by the convulsive electroshock. 
A. C. Ivy(3) stated that “learning and 
awareness are mutually dependent, because 
one can test for awareness only through 
learning or memory..... Consciousness 
appears to be the result of adequate excita- 
tion of the cerebral cortex primarily, of such 
intensity as to attract one’s attention.” It 
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appears that nonconvulsive electric stimula- 
tion produces such excitation of the cerebral 
cortex, in contrast to convulsive electroshock, 
which appears to produce inhibition. 

Equally dramatic was the relief from re- 
duction of spontaneous activity, which fre- 
quently outlasts the affective manifestations 
of depression following convulsive treatment. 
As soon as nonconvulsive countershock was 
added to the convulsive treatment, patients 
who had been content to sit inertly for days 
following convulsive treatment alone, be- 
came animated, alert, eager to go for walks 
outdoors and to take part in other occupa- 
tional therapy activities. I therefore found 
nonconvulsive countershock highly desirable 
in depressed patients in whom inhibition and 
inertia had remained a problem after they 
appeared to have recovered from their de- 
pression. 

Postshock anxiety was not relieved when 
the nonconvulsive countershock was given 
through the standard placement in the frontal 
regions. Countershock in this placement fre- 
quently had an aggravating effect upon the 
postshock anxiety. However, when the 
countershock was given through Frostig’s (4) 
placement in the temporoparietal regions, it 
succeeded in alleviating postshock anxiety. 

Nonconvulsive treatment not preceded by 
convulsive electroshock was first given by 
me in one instance on November 16, 1948. 
However, the treatment, while followed by a 
marked degree of activation and reduction 
of inhibition, nevertheless was regarded as 


- so unpleasant by the patient that I did not 


deem it wise to pursue the subject further 
until the summer of 1949, when I learned 
of G. R. Hirschfeld’s(5) method of ad- 
ministering nonconvulsive electric stimulation 
under sodium pentothal anesthesia. 

The immediate effect of nonconvulsive 
stimulation through temporoparietal leads, 
not preceded by convulsive electroshock, and 
under sodium pentothal anesthesia, is stimu- 
lation of respiratory activity, dilatation of the 
pupils, which, however, remain reactive to 
light throughout the period of stimulation, 
slight turning of the head to the side opposite 
to the positive pole, contraction of facial 
muscles predominantly on the side opposite 
to the positive pole, and, gradually increasing 
as the stimulation continues, flush and sweat- 


ing of the skin. The marked sweating re- 
sponse denotes a cholinergic effect in contrast 
to the essentially adrenergic effect of con- 
vulsive electroshock. In a case of postenceph- 
alitic parkinsonism that I treated because 
of marked anxious overlay, there was also 
rhythmic twitching of the hand and fingers 
on the side opposite to the positive pole of 
the unidirectional current. This phenomenon 
remained consistent under conditions of test- 
ing by repeated change of polarity. When- 
ever polarity was changed, the hand and 
fingers opposite to the positive pole began 
and continued twitching rhythmically even 
when the current was reduced to a minimum. 
This phenomenon of stimulation of the hand 
opposite to the positive pole was never en- 
countered by me in other patients. 

The respiratory stimulant effect of non- 
convulsive electric stimulation is particularly 
striking when the patient holds his breath 
after reaching a state of deep anesthesia 
under sodium pentothal. Fig. 3 shows the 
respirograph record of a patient who was 
deeply anesthetized by the administration of 
6} grains of sodium pentothal intravenously. 
As soon as the needle was withdrawn the 
patient held his breath for 40 seconds. Im- 
mediately upon administration of nonconvul- 
sive stimulation at an average level of 24 
milliamperes with spikes up to 100 milli- 
amperes, respiratory activity was resumed. 

Above and below the optimal level of 
stimulation this respiratory response to non- 
convulsive electric stimulation becomes para- 
doxical and ultraparadoxical respectively, 
indicating that this respiratory effect con- 
forms to Pavlov’s laws of higher cortical 
activity (Pavlov(6), Konorsky(7)). At its 
highest immediately subconvulsive levels, but 
definitely below the minimum threshold neces- 
sary to produce a tonic convulsive reaction 
in a given individugl, nonconvulsive stimu- 
lation will inhibit ores respiration, in the 
manner of Pavlov’s paradoxical reaction. 
If subsequently the current is lowered to 
about half its former strength, respiration 
will immediately be stimulated, in the manner 
of Pavlov’s ultraparadoxical reaction. Fig. 4 
is the respirograph record of a nonanesthet- 
ized patient in whom stimulation at the aver- 
age level of 12$ milliamperes with spikes 
up to 400 milliamperes inhibited respiration, 
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without initiating a tonic or other convulsive 
reaction. Lowering of the current to an 
average of 5 milliamperes, with spikes up to 
200 milliamperes, promptly stimulated res- 
piration. Sometimes a current of 5 milli- 
amperes (with spikes up to 200 milliamperes ) 


milliampere (with spikes up to 40 milliam- 
peres). These facts are not only of theoret- 
ical interest, but of practical importance for 
the safe administration of nonconvulsive 
electric stimulation therapy. 

The outstanding psycho-physiological re- 


3. 


2% MA IMA 2MA 24MA. 
5 sec. 6% grains " Patient holding breath after P Nonconvulsive stimulation 
Sodium pentothal injection termination of injection Respiration resumed 


Fic. 3.—Respirograph tracing during completion of sodium pentothal anesthesia and beginning of 
nonconvulsive stimulation treatment of a patient aged 28 years, suffering from a schizo-affective psychosis. 
Note the immediate resumption of respiration upon nonconvulsive electric stimulation. 


4. 
5MA. 
5 sec. Nonconvulsive stimulation 


Fic. 4.—Respirograph tracing obtained during nonconvulsive electric stimulation treatment without 


anesthesia in the case of the same patient from which the recording shown in Fig. 3 was obtained. For 
the first 40 seconds, nonconvulsive stimulation was at immediately subconvulsive level, sufficient to in- 
hibit respiration; lowering of the current to less than one-half during the last 15 seconds of treatment 


promptly restored respiration within 2} seconds after lowering the current. 


will inhibit respiration; lowering the cur- 
rent to 24 milliamperes (with spikes up to 
100 milliamperes) will promptly stimulate 
respiration. On a few rare occasions I found 
even a current of 23 milliamperes (with 
spikes up to 100) inhibitory to respiration ; 
respiration was promptly stimulated, how- 
ever, when the current was lowered to I 


sult of nonconvulsive electric stimulation 
therapy through temporoparietal leads under 
sodium pentothal anesthesia was reduction of 
anxiety, irrespective of the diagnostic cate- 
gory of the patient’s illness. 

A typical case treated by this method was that 


of a 44-year-old schoolteacher (case 1) who com- 
plained of general fatigue—even correcting papers 
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was a burden—disturbance of sleep and appetite, 
easy weeping, and feelings of worthlessness and 
failure. Tension and anxiety were more prominent 
than depression. 

Psychotherapy uncovered some of the roots of 
her depression but effected little improvement of 
her anxious-depressive state until supplemented by 
7 nonconvulsive electric treatments administered 
between November 2 and 23, 1949. The first treat- 
ment was followed by a long crying jag with angry 
outbursts, but all subsequent treatments—which 
were, of course, combined with psychotherapy— 
resulted in a relaxed, easy state of mind. 

Sleep and appetite were restored after the first 
treatment. Her anxiety and tension diminished 
markedly after the second treatment and by the 
end of the series, were entirely replaced by her 
usual serenity, optimism, and amiability. Her de- 
pression lifted after the fourth nonconvulsive treat- 
ment. She regained her feeling of well-being, her 
former cheerfulness, and a good deal of her former 
energy, taking up her old recreations and diversions 
with a new zest. This patient’s emotional stability 
has remained at a happy and even keel in the 5 
months since completion of treatment. 


Since August, 1949, I have regularly used 
nonconvulsive stimulation through temporo- 
parietal leads under sodium pentothal anes- 
thesia in those illnesses in which anxiety ap- 
peared to be a prominent feature including 
states of residual anxiety following the treat- 
ment of depression by a series of convulsive 
electroshocks. At the end of a convulsive 
treatment series, the relief brought about by 
nonconvulsive treatment is particularly dra- 
matic when resentment over what the pa- 
tient regards as loss of memory has been 
associated with mounting anxiety, all of 
which subside under nonconvulsive treat- 
ment through temporoparietal leads. 

The following is a representative case 
(case 2): 


A 44-year-old electronics engineer who had re- 
ceived 11 convulsive electroshock treatments be- 
tween May 6 and 28, 1949, because of a depressive 
psychosis associated with anxiety and somatic com- 
plaints, reacted with severe “memory disturbance,” 
a tremendous build-up of anxiety and a pronounced 
paranoid reaction against the physician who had 
administered the shock treatments, in spite of the 
fact that the depressive features had cleared up 
completely, as had some of his somatic complaints 
(his violent headaches and attacks of nausea), while 
he still complained of his photophobia and “dimness 
of near vision,” which was revealed by ophthalmo- 
logic reexamination to be an anxious overelabora- 
tion of his normal degree of presbyopia. On 
August 10, 1949, when he first consulted me, I 
found him to be extremely anxious, hostile in a 
paranoid manner, particularly against the previous 


psychiatrist, but including all physicians in his 
paranoid attitude. He complained bitterly that the 
shock therapy had been a mistake and that it had 
destroyed his memory. He said: “Even simple 
data and formulas with which I have been familiar 
for years don’t come when I need them. Names 
and dates are also confused.” His apparent memory 
loss and his inability to utilize his fund of occu- 
pational knowledge were so marked that, not having 
seen him prior to his electroshock series, I sus- 
pected that he might be suffering from dementia 
paralytica with paranoid features, until this was 
ruled out by normal spinal fluid findings. 

Six sessions of psychotherapy brought no relief. 
However, I succeeded in convincing him that psy- 
chiatrists have good intentions even though they 
are not always successful. I told him that I would 
like to give him nonconvulsive treatment together 
with the first psychiatrist who had given him the 
convulsive electroshocks, without, however, promis- 
ing him good results. I insisted on administering 
the nonconvulsive treatments together with the 
other psychiatrist so that should relief from his 
complaints ensue, his paranoid reaction against the 
other psychiatrist would be terminated at the 
same time. 

When the patient awoke from the first noncon- 
vulsive treatment on September 22, 1949, he ap- 
peared relaxed and at ease. He later described his 
feelings in the following words: “Immediately upon 
awakening I became aware that my head was 
clearer than it had been for many months—the 
sense of being overtired and of the ‘veil effect over 
my memory’ were entirely gone. My eyes were 
clear. A sense of well-being that I had not known 
for years was present. Upon leaving the hospital 
I walked two or three miles. My eyes were very 
good—no discomfort. That very afternoon when 
I went back to the lab, I found that my head was 
clear and that everything I knew came to my mind 
easily and readily.” 

Returning for his second treatment 2 days later, 
patient entered the office exuding good cheer. He 
greeted both doctors with a friendly smile and 
exclaimed in a booming voice, “Congratulations! 
You got it this time! I am completely relieved. 
The veil over my memory has lifted. My eyes are 
steady, and my vision is all right.” He was happy 
and appreciative and submitted eagerly to a second 
nonconvulsive treatment. This attitude contrasted 
markedly with the apprehension he had previously 
shown before each of his convulsive electroshock 
treatments. After the second nonconvulsive treat- 
ment, for 44 minutes at a level of 5 milliamperes, 
he awoke in a cheerful mood and declared that 
he felt entirely well. 

On January 20, 1950, this patient came for a 
visit in the process of referring another patient. He 
looked well. He reported, “I have made a lot of 
progress. I have a lot of push and drive. I got 
back some of my dynamic qualities that I had lost. 
I can read without difficulty and my memory is 
excellent. Those two treatments last September 
brought all the memory back that I had lost. 
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Everything came back to me right then. I am 
very confident now. I am getting back into the 
old swing of things.” His vision was 20/20. There 
was no photophobia, but an occasional tic of the 
right eye was noticeable although the patient him- 
self paid no attention to it. He was active and 
successful in his work. 


The greatest advantage of nonconvulsive 
treatment under sodium pentothal anesthesia 
at the beginning of a treatment series is that 
it does not cause any memory disturbance 
and therefore does not have the frequently 
unpleasant and alarming effect of cutting 
the thread of awareness and continuity of 
experiences of which many patients complain, 
particularly at the beginning of an electro- 
shock series. By beginning with nonconvul- 
sive treatment it is possible to condition pa- 
tients gently to shock treatment who, if 
shocked without such preparation, might have 
responded with aversion and anxiety. For 
this reason this method also allows greater 
use of psychotherapy in the course of the 
treatment than is possible, especially at the 
outset, if only convulsive electroshocks are 
given. 


An example of a patient who had to be eased 
into accepting electroshock treatment by means of 
a preliminary course of nonconvulsive treatments 
was a 45-year-old businessman (case 3) who suf- 
fered from a severe agitated depression of 4 months’ 
duration for which he had seen 2 psychiatrists before 
he was referred to me. Apart from his severe 
depression with characteristic feelings of worth- 
lessness, he was full of anxiety, doubts, and resis- 
tance toward physicians, which came to a head when 
the second psychiatrist he had consulted gave him 
one convulsive electroshock treatment. This greatly 
increased his anxiety and tension; he became con- 
vinced that shock treatment had damaged his brain, 
and he left treatment in a state of increased agita- 
tion. After 2 sessions of relatively unrewarding 
psychotherapy, I was able to persuade him to submit 
to nonconvulsive treatment, which he did appre- 
hensively but with excellent results. His anxiety 
gradually subsided in the course of 6 nonconvulsive 
treatments, till he was quite willing to undergo 
convulsive electroshock treatment for his unrelieved 
depression. After 9 additional convulsive treatments 
combined with psychotherapy, he completely re- 
covered and has remained well and at work since. 

In the case of a 30-year-old man with severe 
schizo-affective psychosis with paranoid features 
(case 4), a similar preliminary course of 5 noncon- 
vulsive treatments was successful in easing him 
into acceptance of electroshock treatment without 
the usual build-up of anxiety and resentment so 
frequently disastrous to the maintenance of adequate 
rapport with such patients throughout, and especially 


at the beginning of, a series of shock treatments. 
This patient made an uneventful recovery after 16 
additional convulsive electroshock treatments com- 
bined with psychotherapy. 


In a few cases nonconvulsive treatment 
relieved both anxiety and depression, in the 
same way that convulsive treatment some- 
times relieves them. 


In the case of a 36-year-old housewife (case 5) 
who first consulted me in October, 1948, with a 
characteristic depression of cyclothymic type, a 
course of 10 convulsive electroshock treatments 
had relieved depression only at the price of a tem- 
porary build-up of anxiety, while a year later a 
much shorter course of 4 nonconvulsive treatments 
given on the occasion of her next depressive episode 
relieved both depression and the underlying anxiety. 

Although her first depression had been relieved 
in the course of 10 convulsive electroshock treat- 
ments, anxiety gradually came to the fore and 
lingered on in the form of excessive concern over 
memory disturbance. After the seventh convulsive 
electroshock treatment, anxiety appeared to be 
merely a vague overlay on what remained of her 
depression. She complained of not feeling sure of 
herself. After the eighth electroshock treatment her 
sleep was still disturbed by early waking, although 
her depression had greatly improved. Following the 
ninth treatment she declared that her depression 
had vanished but that she felt “awfully anxious 
.... 1 have developed fears of going insane, and 
I started worrying about the treatments. After all, 
they’ve never hurt me, but I have become afraid 
of them.” She also complained of a feeling of 
being suspended in midair and that the last 2 treat- 
ments had left her with an awful fear to overcome. 
Her “memory disturbance” bothered her a great 
deal; sleep, however, had improved by this time 
and under follow-up psychotherapy she made an 
uneventful recovery. 

The patient remained well until September, 1949, 
when she had a full-blown recurrence of depression 
with identical symptoms, including the desire to die. 


Because build-up of anxiety had been a disturbing 


feature during her previous convulsive treatments, 
I decided this time to begin with nonconvulsive 
treatments under sodium pentothal. To my surprise 
the patient made a full recovery on what had first 
been planned as a preliminary phase of treatment. 
Her depression vanished after the third nonconvul- 
sive treatment without the slightest trace of anxiety, 
patient delightedly reporting that these treatments 
had not given her any of the fear the previous 
treatments had. She was particularly pleased over 
the fact that her memory remained entirely clear. 
She was discharged after the fourth nonconvulsive 
treatment in a state of full recovery, feeling better, 
she declared, than she had in 13 years. 


All of us have had the occasional ex- 
perience of seeing an apparently severe 
depression relieved by a single convulsive 
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electroshock. I have had one such experience 
with a single nonconvulsive electric treat- 
ment. 


This occurred in the case of a 38-year-old previ- 
ously healthy and vigorous Navy veteran (case 6) 
who had gradually developed an apparently severe 
agitated depression 5 months before consultation ina 
setting in which he had to make up his mind about 
leaving a job that had become distasteful to him 
and going into business for himself. Counsel by his 
friends and his family physician, as well as the 
congenial companionship of his wife, did not help 
him to get out of his quandary, and his agitated 
depression gained momentum. He complained that 
he was constantly getting more nervous, that he 
had come to the point where “I feel like I am going 
to blow up,” and that for no apparent reason he 
frequently broke dewn and wept. 

Because of his marked anxious agitation, a non- 
convulsive electric stimulation under sodium pento- 
thal was given with the intention of its being the 
first of a series. Immediately upon awakening from 
the anesthesia, however, the patient declared that 
he had not felt so well since his Navy days. During 
the subsequent evening his wife noticed with delight 
that he seemed to be his old self, that his anxiety 
and incessant worrying had disappeared, and that 
for the first time in months he was able to make his 
decision with ease and assurance. When the patient 
was seen the next day, his recovery appeared 
sustained, and he has remained well and active in 
his new business venture since then. 


There is of course no explanation that we 
can give at present of this type of response. 
We can only record the fact that in this case 
depression as well as anxiety ceased follow- 
ing one nonconvulsive treatment. 

More frequently, however, as anxiety was 
relieved by nonconvulsive treatment, depres- 
sion, if associated with the illness, remained 
either unaffected or sometimes became en- 
hanced, or if previously latent, became overt 
after the successful relief of the anxiety. 
This ‘residual depression,” however, could 
then be treated effectively by one or more 
convulsive electroshock treatments. In a 
number of cases in which both anxiety and 
depression were present at the outset, I was 
able to steer the patients through the Scylla 
of anxiety and Charybdis of depression by 
giving a nonconvulsive treatment through 
parietal leads whenever anxiety was pre- 
dominant, or convulsive treatment through 
frontal leads whenever depression came to 
the fore. 


A case in point is that of a 28-year-old woman 
(case 7) whom I had been treating since Septem- 


ber, 1946, for a severe anxiety-tension state with 
depressive features, then of 2 years’ duration. The 
overt eruption of anxiety and depression came after 
an operation for hemorrhoids. Prior to this she 
had had a lifelong history of neurotic development 
with obsessive traits, an excessively high ego ideal 
formed in reaction to domineering and rejecting 
parents, and marked inhibition of general emotional 
expressiveness. During puberty, between 12 and 18 
years of age, she had suffered migraine headaches 
that first occurred when she developed perfectionistic 
behavior patterns in regard to her schoolwork in 
an effort to compete with a brilliant older sister 
and to win her father’s approval and affection, after 
she was told that she could not expect to go to 
college as her older sister had. Her migraine at- 
tacks disappeared after her first overt rebellion 
against her family and recurred at rare intervals, 
usually following a period of emotional stress such 
as a show of open hostility toward some member 
of her family, or later, after some stressful point 
had been brought into the open during psychother- 
apy. Overt symptoms of anxiety and depression 
did not, however, appear until after her hemor- 
rhoidectomy in 1944, which, as the patient remarked, 
“seemed to bring out everything in my emotional 
state.” 

After that she consulted a psychoanalyst some 10 
times but became increasingly unhappy and confused 
about his attitude in expecting her to do all the talk- 
ing with no explanation, interpretation, or support. 
During 39 subsequent psychotherapeutic sessions 
(during which there was an 1I1-month interruption 
of treatment after the seventh session), most of 
them given at weekly intervals, I helped the patient 
work through her conflict between her dependent 
cravings and her need for self-assertion; the inter- 
acting motives of her sibling rivalry, her reactions 
to parental rejection, her excessively high and un- 
realistic superego demands, her narcissism and psy- 
chosexual conflicts, as well as certain early traumata, 
were uncovered, explored, and emotionally reacted 
to. During this time the patient improved slightly 
at times, but eventually tension and depression 
deepened. Finally in May, 1948, I decided to give 
her convulsive electroshock treatment. Five electro- 
shock treatments interspersed with psychotherapy 
were followed by some lifting of her depression and 
a restored sense of well-being. She stated that she 
felt “happier”; she gave up some of her rituals, 
but after the fifth treatment her anxiety skyrocketed. 
She complained of fear and practically blew up with 
anxiety culminating in psychosomatic manifesta- 
tions. Her complaints of shortness of breath and 
easy fatigue became associated with orthostatic 
hypotension and a fast pulse (106), the syndrome of 
neurocirculatory asthenia. Electroshock was there- 
fore discontinued, and under continued psychotherapy 
she gradually pulled out of this acute anxiety state. 
From the first of June, 1948, till mid-September, 
1949, in 54 further psychotherapeutic sessions we 
continued to work through psychologic material, 
the background of her chief emotional conflicts and 
of her persisting repetitive patterns. On and on it 
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went, and nothing much happened. She was, how- 
ever, able to undertake a major independent step 
in changing her job from a routine one in a 
punishing setting to a more responsible, satisfying 
one requiring initiative and competence, which she 
was able to carry on with success. During the 
summer of 1949 she developed a rather sudden and 
marked hypothyroid condition. Thyroid medication 
gave her a little lift, but she again relapsed and her 
anxious ideas recurred in full intensity. It was 
decided to try nonconvulsive therapy 15 months 
after she had failed to respond to convulsive elec- 
troshock treatment and after 99 hours of psycho- 
therapy that had produced only negligible and 
temporary results, most of them merely in social 
adjustment, and which had never succeeded in re- 
ducing her rigidity, her tense, fearful manner, and 
her anxious inhibition. The patient reacted favorably 
with considerable abreaction to the first 3 non- 
convulsive treatments (September 14-16, 1949), but 
after the fourth, her mood swung slightly to de- 
pression; this was relieved after the fifth treatment, 
and she continued improved until after the ninth, 
when for the first time her manner became easy 
and free, and her conversation showed sparks of 
humor. During the next 2 weeks, she became 
increasingly relaxed; she was freer with people, 
more at ease, spoke without her usual circumlocu- 
tion, but at the same time she became aware of a 
“steady undercurrent of depression.” By October 17, 
1949, after the thirteenth nonconvulsive treatment, 
she described herself as “really quite depressed,” and 
her sleep was poor. I therefore gave her a con- 
vulsive treatment. The following day she phoned 
to say she felt greatly improved. Three days later 
she was given another convulsive treatment to 
which she reacted with build-up of anxiety and a 
recurrence of neurocirculatory asthenia with the 
same complaints and objective findings as after 
her first convulsive electroshock series. She was 
therefore given a nonconvulsive treatment 4 days 
later and reacted superbly with complete disappear- 
ance of depression and anxiety symptoms, even 
' going so far as to crack jokes, something unheard 
of in the past. She described herself as more out- 
spoken now than she had ever been, and said that 
her sense of humor had come back. She declared, 
“These treatments have broken down a certain 
reserve that it took years to build about myself 
....I can feel emotions now. I’d rather not 
become too emotional—I found if I didn’t, things 
did not seem to hurt so much.” She felt, however, 
that she could now talk with detachment and ob- 
jectivity about emotional matters without becoming 
at all inhibited and anxious. During the 10 subse- 
quent psychotherapeutic sessions, which were used 
to follow up and consolidate her gains, the patient 
achieved further insight and self-understanding, as 
her old problems were reviewed and reconsidered. 
She then became eager to strike out independently 
and was encouraged to do so on the theory that 
the time had come when life must do part of the 
treatment. The patient’s recovery has remained 
sustained. 


An almost identical case was that of a 33-year-old 
nurse (case 8) who also had been unresponsive to 
2 years of psychotherapy (69 hours) as well as to 
abreactive treatment under sodium amytal and a 
course of 8 electroshock treatments (given in 1948). 
Her rather resistant illness improved considerably, 
however, when she was relieved of anxiety and 
depression by alternating use of nonconvulsive and 
convulsive treatments. 

The rebound from anxiety to depression and back 
again was most clear-cut in her case. When anxiety 
subsided after the first 3 nonconvulsive treatments, 
depression came to the fore and was alleviated by 
2 subsequent convulsive treatments, which, however, 
left her “scared and slightly confused.” When this 
anxious phase was relieved in the course of the 
following 6 nonconvulsive treatments, a slight de- 
gree of depression and pessimism reappeared where- 
upon 2 convulsive treatments restored her to what 
she described as her best self. Subsequent psycho- 
therapy seemed to consolidate this gain until 4 
months later, when she again relapsed into a 
depressive phase, which, however, responded most 
favorably to one convulsive treatment followed by 
a nonconvulsive one, leaving her in a more animated 
and contented state than I have ever seen her in. 


These 2 cases are particularly conclusive 
because of the long control periods under 
other forms of treatment by the same 
therapist. 

This residual or build-up of depression 
following relief of anxiety by nonconvulsive 
treatment appeared to be similar to, and the 
counterpart of, the residual or build-up of 
anxiety that appears following relief of 
depression by convulsive treatment. These 
observations establish the fact that in the 
affective disorders a reciprocal relationship 
exists between depression and anxiety in 
their respective response to convulsive treat- 
ment through frontal leads and to nonconvul- 
sive treatment through temporoparietal leads. 
Convulsive treatment through frontal leads 
relieves depression but may enhance anxiety, 
while nonconvulsive treatment through tem- 
poroparietal leads relieves anxiety but may 
enhance depression. Sometimes either treat- 
ment will relieve both depression and anxi- 
ety: frontal convulsive treatment more fre- 
quently than temporoparietal nonconvulsive 
treatment. More often, however, particularly 
in the mixed schizo-affective psychoses, tem- 
poroparietal nonconvulsive treatment alone 
will relieve anxiety but enhance depression, 
which then needs alleviation by convulsive 
treatment, and again after that has been re- 
lieved, the patient may occasionally ricochet 
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into anxiety, which has to be treated by non- 
convulsive stimulation before he returns to 
a stable, nonharassed state in which he will 
be accessible for the final psychotherapeutic 
rehabilitative effort. 

It is obvious that I do not regard shock 
treatment in itself as a specific, isolated, cir- 
cumscribed, and standardized treatment of 
mental illness, but merely as a tool to change 
states of emotion and mentation in a direc- 
tion favorable for rehabilitative effort and 
recovery. The addition of nonconvulsive 
treatment makes this tool more controllable 
and more adaptable for closer integration 
with rehabilitative psychotherapy. 

On the other hand, the fundamental 
changes of mood, spontaneity, and awareness 
brought about by the various electric treat- 
ment techniques are obviously due to the 
physical effects of the electric treatments 
themselves and not to their symbolic or mean- 
ingful aspects, since variations in the treat- 
ment technique of which the patient cannot 
possibly be aware bring about significantly 
and predictably different results. I regard 
it as inconceivable that the patient could 
differentiate between the experience of being 
subjected to a convulsive electroshock alone 
and one in which this was followed by a 
nonconvulsive countershock, which was al- 
ways given while the patient was still uncon- 
scious, and that he could differentiate whether 
the treatment was given through frontal or 
temporoparietal leads; nevertheless the psy- 
cho-physiologic effect of these various forms 
of treatment is entirely different. 

Psychotherapy is needed to make these 
psycho-physiologic changes meaningful to 
the patient, except in some cases of typical 
manic-depressive or involutional psychosis 
with good previous personality adjustment, 
which can serve as patterning influence with- 
out additional psychotherapy. 

Flexibility in the physical treatment of 
abnormal states of emotion and mentation is 
desirable, since we fail too often when we 
try to cure illnesses according to one cut- 
and-dried standard pattern. We must realize 
that physical methods of treatment, including 
prefrontal lobotomy, are not in themselves 
curative of the sick person, but are merely 
means to bring about a favorable change of 
emotion and mentation, which has to be 


utilized by rehabilitative effort. For direct- 
ing this change, the richer our flexibility and 
armamentarium of psycho-physiologic re- 
sources, the greater our ability to rehabilitate 
the patient in the most effective manner. 
Nonconvulsive treatment appears to be an 
additional modifying measure that may in 
certain cases mean the difference between 
failure and success. 

There is a certain relationship between 
nonconvulsive electric treatment and the vari- 
ous abreactive techniques that have been 
employed, somewhat less successfully, in the 
past to relieve chronic anxiety as well as 
the residual anxiety that may become a 
serious problem following a course of con- 
vulsive shock treatments. However, in a case 
which had not responded to abreactive treat- 
ment with the aid of intravenous barbiturate 
medication alone, subsequent use of noncon- 
vulsive electric treatment under sodium pen- 
tothal anesthesia was successful. On the 
other hand, in a case of schizo-affective dis- 
order in which nonconvulsive stimulation was 
unsuccessful in breaking a severe inhibitory 
state following otherwise successful convul- 
sive electroshock treatment, a subsequent 
series of abreaction treatments under ether 
restored this patient to her own best self. 


CONCLUSION 


Nonconvulsive electric stimulation treat- 
ment is one additional tool in the physical 
management of those abnormal states of 
emotion and mentation that are unresponsive 
either to electroshock treatment or to psy- 
chotherapy alone, and that sometimes remain 
as “untreatable” residuals after a course of 
convulsive electroshock treatments. In its 
effectiveness it is superior to abreactive treat- 
ments with the aid of barbiturates, but may 
sometimes be surpassed by abreactive treat- 
ment in the excitatory stage of ether anes- 
thesia. 


SUMMARY 


Convulsive treatment through frontal leads 
inhibits respiration temporarily ; nonconvul- 
sive treatment through frontal or temporo- 
parietal leads stimulates respiration. 

Convulsive treatment through frontal leads 
relieves depression but reduces awareness for 
memory content and may enhance anxiety, 
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while nonconvulsive treatment through tem- 
poroparietal leads relieves anxiety and re- 
stores awareness for memory content, but 
may enhance depression. By using both, it is 
possible to avoid the “untreatable” residual 
after electroshock treatment. 
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A CONTROLLED STUDY OF PERSONALITY RELATIONSHIPS IN 
MOTHERS OF SCHIZOPHRENIC MALE PATIENTS * 


CURTIS T. PROUT, M.D., ann MARY ALICE WHITE, Pu. D. 
White Plains, N. Y. 


There is a common belief in the field of 
mental hygiene that mothers of schizophrenic 
boys are “overprotective, oversolicitous, 
domineering, overanxious, and/or rejecting.” 
Our study was designed to investigate this 
hypothesis, to discover what attitudes, if any, 
differentiated this group of mothers from 
mothers of normal children and if possible 
to help explain the origin of any such dif- 
ference. We have felt that the terms quoted 
above may describe a relationship but do 
not help to explain its dynamics. Little of 
our data can be included here, so we present 
only the more salient findings, and discuss 
their theoretical implications. 

Twenty-five boys with an average age of 
24.1 years, who have had or are receiving 
treatment at The New York Hospital-West- 
chester Division for mental illness, classified 
as schizophrenia at the diagnostic staff con- 
ference, were selected consecutively from the 
admissions to the men’s department between 
August 27, 1945, and October 14, 1949. The 
mothers of these boys cooperated in a per- 
sonality survey, including data concerning 
social and environmental factors as well as 
their attitudes toward themselves, their 
families, and their children. 

Twenty-five mothers of boys of compar- 
able age, averaging 22 years, were then in- 
vited more or less at random from the com- 
munity for a similar survey. These mothers 
were selected because their boys were con- 
sidered to be making an adequate adjustment 
and there was no known schizophrenia in 
the immediate family. The sons of these 
mothers had not required psychiatric con- 
sultation or treatment. The two groups were 
also comparable as to socio-economic status. 
Upon completion of the personality survey, 
a Rorschach test was administered to each of 
the 25 mothers in each group. 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
1-5, 1950. 


A comparison of statistical information 
obtained from the 2 groups revealed a close 
similarity with certain exceptions that must 
be borne in mind in drawing final conclusions, 
For convenience the mothers of the schizo- 
phrenic boys may be termed the experimental 
group. The mothers in this group had an 
average age of 52.7 years, while the average 
age of the control group was 48.9 years, so 
that our control group was about 4 years 
younger. The experimental group included 
5 mothers from large European-born fami- 
lies, averaging 8.4 siblings, while on the other 
hand, mothers in the control group were 
all native born. The control group proved 
to be more restricted as to religion, origin, 
and size of the mother’s family and was a 
more homogeneous group. This factor was 
also borne in mind in interpreting elicited 
data. 


BIoGRAPHICAL DATA 


A careful search of biographical data, 
reported by the 2 groups, was made to try 
to determine if there had been anything in 
the life experience of the mothers in the 
experimental group that was outstandingly 
different from the mothers of the control 
group. In the early home environment both 
the control and experimental groups reported 
that they had come from an equal number 
of broken homes (7 each). These broken 
homes had been brought about by death, 
separation, or divorce before the subjects had 
reached the age of 15 years. The mothers 
in the control group reported a slightly more 
critical attitude toward both their parents 
and conversely the experimental mothers 
reported somewhat stronger preferences for 
either parent. 

In the educational field, the control group 
reported an average of 14.3 years of formal 
classroom work, while the experimental 
mothers averaged 1.7 years less. It would 
seem quite understandable that the lower 
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average period is in a large part accounted 
for by the 5 foreign-born mothers whose 
average number of scholastic years was 8.8. 
There were no outstanding differences in 
respect to scholastic achievement but in extra- 
curricular activities the participation, re- 
ported by the mothers of the experimental 
group, was of a more solitary character. The 
mothers of the control group reported more 
frequent participation in group athletics and 
student government, while the experimental 
group reported more often that their activi- 
ties had been primarily in literature, the fine 
arts, or similar individual pursuits. The 
-more solitary types of activity were reported 
II times by the experimental group as against 
4 in the controls. 

In the matter of health, the experimental 
group reported more physical complaints but 
had undergone fewer operations (10 to 17). 
Actually more of them considered themselves 
to be in good health. It is of further interest 
that reports of such commonly accepted early 
neurotic manifestations as nail-biting, temper 
tantrums, etc., were 3 times as common in 
the control group. In this respect one might 
question whether the mother of a hospital- 
ized child might not minimize her own com- 
plaints. 

There was little difference found in the 
average age of onset of the menstrual cycle 
or in the reactions of the mothers of either 
group to its appearance. In reporting the 
average age of their first dates, there was an 
insignificant difference and the reported age 
of marriage proved almost identical. 

The relationship with their husbands was 
also comparable. It was reported as satis- 
factory by 21 of the mothers in the experi- 
mental group with 1 separation, 1 divorce, 
and 2 where separation had been contem- 
plated. The mothers in the control group 
comparably reported 3 separations and 2 
contemplated separations, with the remaining 
20 considering their adjustment as satisfac- 
tory. In a description of the personality of 
their husbands, the experimental mothers 
spoke favorably in 12 instances, unfavorably 
in 9, and had mixed feelings in 4. The 
control mothers spoke favorably in 7 in- 
stances, unfavorably in 7, and described their 
partners in mixed terms in I1 instances, 
which suggests again a slightly less critical 


attitude on the part of the experimental 
group. 

Little statistical difference was evident in 
comparing the expressed desire for children 
by the mothers of the 2 groups: 17 experi- 
mental and 16 mothers of the control group 
reported their children wanted. Here too, 
there was a tendency for the control mothers 
to voice certain qualifications more freely 
such as “Not planned for but accepted” and 
in one instance “I wanted a roadster and a 
dog and I got a son.”” The mothers of each 
group reported 37 pregnancies, which cor- 
related closely, but the presence of 4 reported 
attempts at abortion in the control group 
as contrasted with the report of only 1 (and 
this unsuccessful) by the experimental 
mothers still further suggests a greater free- 
dom in reporting by the control group. 


RorscHacH Data 
In comparing the Rorschachs administered 
to the mothers of the 2 groups, we ran into 
TABLE 1 


CoMPARISON OF CUMULATIVE RorsCHACH RECAPS 
Experimental Control 


Factor group group 

: P.O: WD; Fm, CF, Ce, 
No remarkable 
difference 

C, C apm, Cn, 16 6 


the common difficulty of how to treat our 
results. We decided to use 2 treatments, one 
somewhat quantitative, the other qualitative. 

Two cumulative recaps were compiled by 
simply adding the 25 scored records together 
for either group. (The results of a simple 
inspection of these 2 cumulative recaps will 
be found in Table 1.) ? If one can assume 
that these artificial recaps can be interpreted 
as 2 individual records, such a quantitative 
treatment suggests that the experimental 


2 The original protocols, scores, and interpreta- 
tions are available by writing the authors, but are 
too lengthy for inclusion here. 
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group would show the following: less drive, 
higher control but more explosive tendencies, 
less warmth, and possibly more depression 
and anxiety than the control group. This 
possibility we shall keep in mind until we 
examine the interpretations themselves. 

The fifty protocols were interpreted by the 
same examiner, and administered by the same 
examiner with one exception. The scoring 
and interpretations were all repeated after 
each record had been coded and the inter- 
preter had no knowledge of which group 
was which. Our qualitative analysis of the 
interpretive data implies that: 

1. The control group shows more involu- 
tional concern but reveals better integration 
of its higher level of drive with outgoing 
tendencies. 

2. The experimental group shows less feel- 
ing for others, more immaturity, more un- 
predictable tendencies, more introverted 
feelings, and a few more miscellaneous signs 
of disturbance. 

When we compare our quantitative and 
our qualitative Rorschach findings, we dis- 
cover a fairly close agreement, namely that 
the mothers of the schizophrenic patients 
reveal less drive, less empathy, and less emo- 
tionally stable tendencies. Both groups show 
feelings of inadequacy and depression, which 
may be common to their age and may not be 
necessarily abnormal. 


ATTITUDE DaTA 


After analyzing the biographical and the 
Rorschach data, we felt an analysis of the 
mother’s attitudes toward herself and her 
son would bear close scrutiny. This seemed 
to us to be the area where significant differ- 
ences might appear, as no large differences 
in environmental influences could be demon- 
strated but Rorschach differences were evi- 
dent and required investigation. 

The verbatim statements of the 2 groups 
were reviewed in detail and the first item that 
struck us was the identification of the experi- 
mental mother with her sick son. In 10 of 
the 25 experimental mothers, we recorded 
statements that “he is most like me.” This 
occurred in only one instance in our 25 con- 
trols, who frequently reported that their 
son was like neither parent or like both. Of 


course, it is possible that this identification 
of the experimental mothers appeared fol- 
lowing the son’s illness, and the mother came 
to feel protective toward the sick child, but 
our material would suggest that this identi- 
fication came early in the son’s childhood 
in many instances. 

In trying to interpret this difference, we 
then examined the mothers’ attitude toward 
themselves, their ambitions in life, and their 
sense of achievement of those ambitions. 
We observed : 

1. That our control mothers expressed 
more aggressiveness in their attitude toward 
life. They wanted more out of it, were more 
gregarious, and exhibited more qualities of 
leadership. The experimental mothers ex- 
pressed few ambitions aside from some hob- 
bies, whereas our controls stated definite 
desires for financial, social, political, profes- 
sional, or educational achievements. 

2. That our control mothers expressed a 
greater sense of achievement of their higher 
ambitions than the experimental group. It is 
significant that 14 of the control mothers, 
compared to 3 of the experimental group, 
reported a satisfactory realization of their 
interests in life. The experimental group re- 
reported no satisfying personal achievements 
outside of marriage in 16 instances, another 
4 reported unhappy marriages without other 
outlets, 3 had some community outlets, and 
2 had valued their own success in work to 
the exclusion of their family. There was a 
different pattern in our controls. They re- 
vealed more outlets in the community, more 
successful combinations of outside activity 
and marriage, and 4 of them had handled 
an unhappy marriage by entering an occu- 
pation. 

3. The overwhelming fact that struck us 
in their attitudes toward their sons was the 
frankly critical, yet satisfied, attitude ex- 
pressed by our controls, as opposed to the 
experimental mothers who either reported 
their sons as the “best child” or the “most 
disturbing.” 

The attitude of the control group might 
be described by these quotations: “I’d like 
to see him achieve something worthwhile, 
but I’ve had to restrain myself . . . . He'll 
never set the world on fire, but he’ll have a 
good time .... He'll only do what he 
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wants to do and sometimes I could brain 
him!” Their statements repeatedly reflected 
a recognition of their son’s faults, accom- 
panied by a sense of satisfaction in their 
relationship. 

Our experimental group, on the other 
hand, went to either extreme in describing 
their sons. For example: “Finest baby | 
Never had to punish him. . . . . 
I watched all his homework, met his teachers, 
and was thrilled at his performances. ... . 
A very good child, always close tome. ... . 
Couldn’t have been an easier child... .. 
Almost too good,” or conversely; “I have 
never understood my son..... He was 
terribly disturbing. .... This illness does 
not come to me as such a surprise... . . I 
was a very poor mother..... Always 
wished we had a little girl.” 

The contrast between these 2 groups might 
be explained on the basis that our experi- 
mental mothers felt on the defensive about 
reporting any problems with their sick sons, 
as that might reflect their failures to prevent 
the illness, but we were impressed with their 
all-or-none attitude in contrast to the “sure, 
he has his faults but I like him” attitude of 
our controls. 

4. Finally, we examined the mother’s am- 
bitions for their sons, and again we find our 
controls revealing a freedom in their attitude 
that is lacking in the experimental group. 

Only 2 of our experimental group ex- 
pressed a generalized ambition for their sons’ 
happiness on his own terms, whereas 10 of 
our controls did so. Five more experimentals 
than controls had specific goals for their 
sons, such as a profession, education, politics, 
etc. Again, we quote from our control 
group: .... “To do what he can do best, 
he can go into my husband’s business if he 
chooses, but we won’t encourage it..... 
We want him to be happy in his work... . . 
I have just wanted him to grow up.... . 
I’d like him to do what he wants to 


hand, stated their ambitions as: .... “A 
happy life, well rounded, good in sports, 
bright in school, many friends... . . To 
be a teacher and acollege man... . . Would 
have liked him to be a priest..... I 


wanted a good mind more than anything 


sa: nt % I wanted him to be a teacher 
because he is idealistic. ... . I’d like him 
tobealawyer..... ” Their ambitions were 
more specific and generally contained a high 
prestige value. 


DISCUSSION 


In summarizing our findings, which we have 
presented in brief, we find that the 2 groups 
have shown little difference in their major 
life experiences, but the experimental group 
has revealed a less critical attitude toward 
their own parents, their sons, and their hus- 
bands than have the controls. The Rorschach 
data have suggested that this experimental 
group had less drive, less empathy, and less 
emotional stability. In their attitudes the 
experimentals have seemed less ambitious, 
and less successful as individuals, but more 
ambitious for their sons whom they felt to 
be either the best child or the worst, but not 
a moderate mixture. 

The first question we have asked ourselves 
was whether these apparent differences could 
be explained because of sampling differences, 
or because the experimental group was in- 
volved in a hospital experience. 

As for sampling differences, the 2 groups 
were well matched as to age, socio-economic 
status, education, etc. Our control group, 
however, was more homogeneous in origin, 
religion, and number of siblings. It was 
conceivable that the vicissitudes of emigra- 
tion had handicapped our 5 foreign-born ex- 
perimental mothers in their successes in life, 
but an examination of their individual biog- 
raphies revealed no such influence as they 
reported it. We found none of them report- 
ing a difference in attitude that could be re- 
lated to origin, religion, or number of sib- 
lings. However, we are aware that the type 
of woman who is prone to cooperate with 
such a study by acting as a control is more 
inclined to civic interests and endeavors than 
a true sample of the total population would 
reveal. This could account for some of the 
evidences of broader interest and gregarious- 
ness. This group may therefore represent 
only one healthy pattern, namely, that of 
the mother with opportunity for energy out- 
let. The fact remains, however, that this is 
one healthy pattern for mother-and-son re- 
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lationships and thus provides us with an 
informative basis for comparisons. 

In regard to hospitalization, it is probably 
true that the noncritical attitude expressed 
by the experimental mother toward the mem- 
bers of her family arises from her being on 
the defensive because of her son’s hospitali- 
zation. She would tend to minimize any 
criticisms she might feel. This fact may 
partly account for frequent clinical reports 
that the mother had considered her schizo- 
phrenic son to have been a “good child.” 
We would expect almost any mother to feel 
protective and solicitous about a sick son, 
and it does not necessarily mean that this 
“halo effect’’ preceded the illness nor that it 
was a contributing factor to it. One would 
have to explore the attitudes of mothers of 
boys hospitalized for tuberculosis, for ex- 
ample, as they too might easily be noncritical 
and protective toward their ill sons. One 
might add here something easily overlooked, 
that schizophrenic boys ordinarily constitute 
the younger patient population ; consequently 
their parents may exhibit the more solicitous 
attitude acceptable toward a 20-year-old boy 
which they would not express toward a 35- 
year-old man who happened to have an affec- 
tive disorder. 

The findings that we feel are independent 
of sampling and of hospitalization influences 
are the Rorschach results and the attitudes 
of the mothers toward themselves and their 
sons’ future. The Rorschach data have sug- 
gested that the control group has more energy 
and warmth. We have noticed also that our 
control group has been more successful and 
has more of a “let him be himself” attitude 
toward the sons. The experimental mother 
has tended to use her son as a stand-in for 
her own role in life. 

We think that the essential point in the 
mother-son relationship is missed if one is 
content with labeling the mother’s attitude 
as “overprotective, oversolicitous, domineer- 


ing or overanxious.” The important issue 


is the nature of the entire relationship and 
how it arose. 

We believe the fact that our control 
mothers have been more ambitious, more 
aggressive, and feel more successful in life, 
as individuals, has enabled them to maintain 


a more free and realistic attitude toward their 
sons, in which they are quick to admit their 
sons’ faults. This would suggest that one 
healthy pattern is for the mother to be en- 
couraged to have a satisfying life of her own 
quite apart from the mother-son relationship. 

On the other hand, our experimental group 
stated fewer goals for themselves, fewer 
instances of self-realization; and we believe 
that this lack of being a person in their own 
right, however they may define it, may have 
pushed them to live out their emptiness in 
their sons’ lives, as far as their sons per- 
mitted it. For their sons, they have had 
definite ambitions and definite identifications, 
which would make it hard for a son to 
experiment for himself without disappointing 
his mother. There were a few instances of 
the reverse, where the mother was antago- 
nistic and quite uninterested, which has pro- 
duced the same illness. The tendency to 
mortgage her son’s personality in order to 
satisfy some unfulfilled need within herself 
was striking in our experimental mothers. 
Since being a full and complete person is, 
we believe, part of a healthy adjustment, the 
obvious follows that the well-adjusted mother 
can afford to let her son be himself, which 
makes a well-adjusted son. 


SUMMARY AND CONCLUSIONS 


1. Twenty-five mothers of hospitalized 
schizophrenic male patients (experimental 
group) and 25 mothers of nonhospitalized 
and nonschizophrenic males (control group) 
were interviewed and Rorschachs adminis- 
tered. There was little demonstrable differ- 
ence in the life histories between these 2 
groups, except a more frankly critical atti- 
tude and a more gregarious interest on the 
part of our control group. 

2. The Rorschach data suggested a higher 
level of drive and a more outgoing adjust- 
ment in our control group. 

3. The personality data evidenced a more 
ambitious, aggressive, and successful feeling 
as individuals, in the control mothers. This, 
we feel, had resulted in a more free and 
realistic relationship with their sons. 

4. While on superficial examination it 
would appear that the patients’ mothers are 
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“overprotective and oversolicitous,” they did 
not demonstrate these characteristics as such 
in this study. We feel that their lack of 
being persons in their own right may have 
caused them to live out their own emptiness 
in the lives of their stand-in sons, in so far 
as the sons had permitted this. 

5. The therapeutic implication of this 
study is that an independent life for the 


mother is indicated in order for the son to 
have a life of his own. 

6. This study provided no information as 
to how the sons had reacted to their mothers’ 
attitudes, nor any estimate of what other 
stresses might have been significant in their 
illness. Furthermore, this study did not show 
that the observed differences were indigenous 
to schizophrenia. 
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SOCIAL AND WORK ADJUSTMENT IN PATIENTS WITH EPILEPSY * 
MARGARET A. LENNOX, M.D., anp JENNIE MOHR, Pu. D. 


New Haven, Conn. 


The tendency for epilepsy to limit social, 
work, marriage(1), and school(1, 2) adjust- 
ment has been emphasized by many. The 
positive achievements, in spite of difficulties, 
made by patients with epilepsy deserve 
emphasis. The personality adjustment of 
epileptics compares favorably with the ad- 
justment made by diabetics(3) who, like 
epileptics, suffer from a chronic, genetically 
influenced illness. Work adjustment is ex- 
cellent: 73% of patients with epilepsy are 
employed(4), and a study of the perform- 
ance of employed epileptics does not deviate 
from that of normals with respect to absen- 
teeism or frequency rate for injuries(5). Of 
the unemployed epileptics, according to one 
report “68% given careful medical and psy- 
chological study can be expected to be 
restored to employment’’(6). Higher school- 
ing, although now barred to many patients 
with epilepsy, is accomplished just as satis- 
factorily by those who are scholastically 
qualified as by students without seizures(7). 
Finally, marriage is feasible for the epileptic 
(8), as much as for the patient with dia- 
betes, for instance. 

The reports quoted above, based on sur- 
veys of large numbers of patients, have 
established the achievement of patients with 
epilepsy in work, social, and school adjust- 
ment. The more intimate reasons for suc- 
cess or failure in these spheres have not 
received adequate attention. In a separate 
report by one of us(g), some factors that 
contribute to good or poor social and work 
adjustment are described. The present re- 
port deals with these factors more specifically 
as they are related to the medical condition 
of the patients. 


MetHops AND MATERIALS 


The patients utilized in this study were 
all patients who were under active observa- 


1 From the Department of Psychiatry and Mental 
Hygiene, Yale University School of Medicine. 

Aided by a grant from the George H. Knight 
Memorial Fund of the Yale University School of 
Medicine. 
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tion in the seizure section of the psychiatric 
outpatient clinic of the Grace-New Haven 
Community Hospital. No private patients 
were included. The records of all patients 
under active medical supervision were re- 
viewed in March, 1949, and all patients were 
included in this study if they had had some 
work experience, if they had no evidence of 
a handicapping condition (such as hemi- 
paresis) other than epilepsy, and if they were 
medically able to work. The study was 
limited to male patients because it was con- 
sidered that the role of epilepsy in work 
adjustment could be more clearly determined 
in men than in women. A total of 26 patients 
conformed to these criteria. Three were not 
willing to keep their appointments as they 
were employed full-time and did not wish to 
sacrifice working time, and one, employed 
part-time, did not keep all his appointments. 
This report concerns the findings in the 
remaining 22 patients. 

The data collected on these patients fall 
into 3 categories: medical, social, and psy- 
chological. Medical information concerned 
the nature, duration, and frequency of the 
spells. Spells were classified as grand mal, 
psychomotor, petit mal, or focal. Patients 
with a combination of spells were classified 
according to the spell that was more fre- 
quent or important or disabling in that pa- 
tient. An estimate was made of the amount 
of real difficulty that the patient experienced 
with his spells, whether marked or slight. 
This judgment was based on the number and 
type of spells and their occurrence, whether 
in the daytime or at night only. Response to 
treatment was estimated as good (a 75% or 
more reduction in seizures), fair (50% to 
74% reduction in seizures) and poor (less 
than 50% reduction in seizures). The pres- 
ence or absence of a positive family history 
and of a history of an organic factor that 
might be contributory to the epilepsy were 
noted. Electroencephalograms were ob- 
tained with an 8-channel, Model III Grass 
electroencephalograph. They were classified 
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according to the classificatory systems of 
Gibbs, Gibbs and Lennox(10). 

The work, social, school, and marriage 
adjustment was estimated as good, adequate, 
or poor on the basis of a history obtained 
usually in one interview. This information 
was supplemented in many cases by data 
from the chart, and in a few cases by infor- 
mation from other social agencies and from 
other social service contacts. The work ad- 
justment was rated as good if the work was 
suited to the patient’s aptitude and training, 
if the patient reported that he got along well 
with other workers and that he and his 
employer were both satisfied with the pa- 
tient’s performance on the job. Good work 
adjustment cases were those that would be 
rated as good in an individual without sei- 
zures. An adequate work adjustment was 
one in which the work might not be entirely 
acceptable to the patient but was as good as 
could be expected in view of the frequency 
or type of seizure. A poor work adjust- 
ment was one that was not satisfactory from 
the point of view of patient or employer. 
The work adjustment was rated as poor for 
those patients who were unemployed or had 
had frequent periods of unemployment. The 
character of the patient’s habitual work was 
rated as hazardous or not. Social adjust- 
ment was rated as good if the patient main- 
tained social contacts and activities in spite 
of seizures. It was rated as adequate if he 
limited himself only partially, and poor if 
he restricted his social activities and con- 
tacts rather markedly. School adjustment 
was rated on the basis of whether or not the 
patient had to leave school because of 
seizures. The majority of patients in this 
series had already left school at the time 
seizures began ; in these no estimate of school 
adjustment could be made. Marriage ad- 
justment was also difficult to evaluate, and 
little information was obtained beyond a 
statement of the marital status. An attempt 
was made to estimate the patient’s acceptance 
or rejection of epilepsy. The estimate was 
based on his attitude as expressed verbally 
and in his behavior. Family attitudes as 
reported by the patients were classified in 
the same terms, as accepting or rejecting the 
diagnosis of epilepsy. Families were classi- 
fied as rejecting who, in words or actions, 


expressed marked overconcern and overpro- 
tection and who imposed unreasonable limi- 
tations on the patient’s activities. 

The Wechsler-Bellevue test was adminis- 
tered * to all patients. Verbal, performance, 
and total scores were utilized. 


RESULTS 


The ages of the 22 men included in this 
study ranged from 20 to 52; all but 3 were 
under 40 years of age. 

Medical Data.—Grand mal convulsions 
were the main problem in one-half the pa- 
tients, and one-half had psychomotor seizures 
primarily. Half the patients reported an 
aura and half did not. The age at onset was 
19 or under in half the patients, as was a 
daily to monthly as opposed to a yearly 
frequency at onset. The family history was 
positive for convulsions in 32%. Twelve of 
the 22 patients had a history suggesting a 
possible organic factor. The histories were 
varied: difficult or abnormal birth, febrile 
or nonfebrile convulsions in infancy, mild 
head injury, whooping cough in infancy. 
The convulsions could be attributed directly 
to the trauma in only 3 cases: one had a 
left parietal skull fracture, one a left tem- 
poral lobe brain abscess, and one severe 
convulsions in the course of pertussis at 
the age of two. 

The electroencephalogram showed parox- 
symal or focal abnormalities in 14 patients, 
was normal in 8, and nonspecifically abnor- 
mal in 2. 

The response to treatment was good in 
half the patients, and 60% now have spells 
less often than once a month. The patients 
were equally divided between those who had 
experienced marked difficulty due to the 
nuniber, severity, unexpectedness, and day- 
time occurrence of the spells ; and those who, 
because of infrequent, mild, or nocturnal 
seizures, had encountered only slight diffi- 
culty referable to the seizures. 

Social Data.—Included under this heading 
are scholastic achievement, employment rec- 
ords, and estimates of social and marital 
adjustment. Of the 22 patients, 7 com- 
pleted the eighth grade, 12 had from 1 to 4 


2 By Mrs. Norma Feshback, psychologist in the 
department of psychiatry. 
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years of high school, and 3 had post high 
school education. Work history for at least 
the last 5 years was obtained from 21 of the 
patients. Present or most recent jobs held 
are shown in the following tabulation: 


Occupation Number 
Manufacturing : 

Machine operator 4 

Stone-crusher operator ........... I 
Furniture repairer I 


The 21 patients had had 66 different jobs 
in the past 5 years. In all but 2 instances, 
the patients obtained the jobs for themselves 
by direct application, or through family or 
friends. Only 2 jobs were obtained through 
employment agencies or rehabilitation §ser- 
vice. Five patients were unemployed and 
seeking work at the time of the study. 
Average weekly earnings on the present or 
most recent job amounted to $39 or less for 
5, $40-59 for 12, and $60 or over for 4. 

The work of the 21 men could be classified 
into 3 groups in terms of the hazards pre- 
sented by the working environment. Fight 
fell into the group of hazardous employment. 
These were for the most part patients who, 
because of infrequent spells, spells occurring 
only at night, or the presence of a reliable 
aura, would not be expected to incur injury 
due to a seizure on the job. A few actually 
risked injury in the jobs they held. Clas- 
sified as hazardous were those jobs that in- 
volved operating moving machines, driving 
trucks, and operating a stone crusher. Seven 
patients were in partially hazardous jobs, in 
proximity to but not actually in contact with 
moving machines. Six worked in nonhaz- 
ardous jobs, and these included the teachers, 
the dish-washer, the letter carrier, one of the 
printers, and the furniture repairer. None 
of the patients reported any accidents on the 
job due to a seizure although some of the 
patients had had seizures at work. The policy 
of the patients toward driving was the same 
as their policy toward accepting hazardous 
employment. Thirteen of the patients did not 
drive a car and nine did. A good work ad- 


justment was made by 10 patients, adequate 
by 5, and poor by 7. 

Social adjustment could be estimated for 
20 patients: good in 11, adequate in 3, and 
poor in 6. Half the patients indicated a 
mature and responsible acceptance of their 
illness and displayed an independent rather 
than a dependent attitude toward problems 
not directly related to their spells. By con- 
trast, only 4 of the 22 families indicated an 
acceptance of the patient’s illness. Most 
showed overconcern and overprotection, by 
exaggerating the hazards of epilepsy and 
encouraging the patients to limit their activi- 
ties in all spheres. Some families expressed 
open rejection of the patients on account of 
epilepsy. 

Only 10 of the 22 patients were married. 
Of the 10 married patients, 2 had been sued 
for divorce because of epilepsy, 6 had an 
apparently good marital adjustment, and 
marital adjustment was unknown for 2. 

Psychological Data.—Wechsler-Bellevue 
scores ranged between 70 and 132. The 
number of patients at each level is as follows: 
2 with an I.Q. between 70 and 89; 12 be- 
tween 90 and 109; 5 between 110 and 119; 
3 between 120 and 132. 

Correlations between Medical, Social, and 
Psychological Data.—The patients with the 
greatest medical handicap were those whose 
seizures started before the age of 19, who 
had frequent seizures (daily, weekly, or 
monthly) at onset and at present, who had 
psychomotor seizures, and whose response to 
treatment was poor. In general these medical 
features were associated with each other. 
Patients with severe medical handicap were 
more apt to accept their illness and were able 
to discuss it freely with friends and em- 
ployers more often than patients whose 
handicap was slight. Patients with less severe 
medical handicap were those whose spells 
were less frequent at onset, occurred less 
than monthly at present, and responded well 
to treatment. Patients whose spells started 
after the age of 20 and who had grand mal 
convulsions tended to fall in this group. 
Family history and a possible organic factor 
were related to other medical features only 
in that the age at onset tended to be earlier 
with a positive family history and with a 
known antecedent injury. Response to treat- 
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ment was much better in patients with a 
normal than in those with an abnormal 
EEG. There was no high correlation be- 
tween intelligence and medical features with 
the possible exception that patients with high 
Wechsler-Bellevue scores fell predominantly 
in the group of patients whose seizures 
started after the age of 20. 

Work adjustment was not unfavorably 
affected by unfavorable medical features. On 
the contrary, patients with psychomotor sei- 
zures and with frequent seizures made a good 
or adequate work adjustment more often 
than patients with infrequent and/or grand 
mal seizures. A good work adjustment oc- 
curred more often when patients had already 


FACTORS AFFECTING WORK ADJUSTMENT IN 
PATIENTS WITH EPILEPSY 
° 20 40 60 60 100 


RESPONSE TO GOOD L 
TREATMENT FAIR OR POORL 
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ADJUSTMENT POOR 
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AT ONSET 1// YEAR OR LESS |_ 


O % OF EPILEPTIC PATIENTS WITH A GOOD OR ADEQUATE WORK ADJUSTMENT 
@ % OF EPILEPTIC PATIENTS WITH A POOR WORK ADJUSTMENT 


Fic. 1. 


achieved a certain degree of maturity and 
independence when the spells began, i.¢., after 
the age of 20. Work adjustment was more 
apt to be good when the patients told the 
employer about their illness and when they 
were able to behave independently in other 
spheres. More patients with an I.Q. under 
100 made a good work adjustment more 
often than patients with an I.Q. over 100. 
This fact may be related to the increased 
obstacles placed in the way of epileptics at 
higher levels of employment, such as in 
professional fields. Good work adjustment 
tended to be associated with a good social 
adjustment. Factors significantly correlated 
with a good or adequate work adjustment 
are represented in Fig. 1. Factors that did 
not show a marked correlation with work 
‘adjustment are not included. 

The effect of medical features on social 
adjustment differed in some respects from 
that on work adjustment. Good social adjust- 
ment occurred more often when the medical 


handicap was slight: in the presence of in- 
frequent grand mal convulsions that had 
started in adult life and responded well to 
treatment. These patients were able to be, 
and usually were, secretive about their spells, 
but usually made a good work adjustment. 
They did not usually drive although they 
might or might not accept hazardous employ- 
ment. A good social adjustment occurred 
more often when the I.Q. was over 100 and 
when schooling extended beyond the eighth 
grade. Fig. 2 illustrates the factors correlated 
with a good or adequate social adjustment. 


FACTORS AFFECTING SOCIAL ADJUSTMENT IN 
PATIENTS WITH EPILEPSY 
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B% OF EPILEPTIC PATIENTS WITH A POOR SOCIAL ADJUSTMENT 


FIG. 2. 


Factors that did not show a marked corre- 
lation with social adjustment are not included. 

School achievement was unfavorably af- 
fected by unfavorable medical features. 
Patients with severe medical handicap had 
to leave school more often than those whose 
handicap was slight, and fewer achieved 
higher schooling. 

Factors correlated with an ability on the 
part of the patients to accept their illness are 
shown in Fig. 3. Factors not closely corre- 
lated with the attitude toward the spells are 
not included. By “accepting” the illness, we 
mean that the patients were able to live 
within the limitations imposed by the spells 
in their case (most did not drive or accept 
hazardous work unless circumstances made 
this quite safe), but they did not impose 
undue limitations on themselves. They 
usually told friends and employers about 
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their illness. Inevitably they suffered a cer- 
tain number of rebuffs as a result of this 
policy but were quite able to accept these 
rejections for the expressions of ignorance 
that they were and did not lose self-confi- 
dence and self-respect as a result of them. 
Their general behavior was independent in 
that they undertook activities on their own 
initiative and did not depend unnecessarily on 
friends or families for assistance. Typically, 
they came to clinic alone, managed their own 
medicine, traveled freely, sought their own 
employment, and established their own homes 
apart from their parents. The patients who 
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showed this mature and responsible accep- 
tance of the illness were the patients, in 
general, who had the most severe medical 
handicap in terms of frequency of spells, 
difficulty of and poor response to treatment. 
Interestingly enough, patients whose spells 
began in adult life, who had a duration over 
10 years, who had 9g or more years of school- 
ing did better in this respect than when spells 
had started in adolescence or childhood, were 
of recent onset, and had no more than eighth 
grade education. Many patients accepted 
their spells when the family did not, but 
when the family was able to accept the spells 
the patients were almost always able to do so. 

An independent behavior (Fig. 4) was 
more common in patients with severe medical 
handicap whose spells began in childhood, 
were of the psychomotor type, and had caused 
much difficulty. These patients, too, made 
better social and as good work adjustments 


and were more open about their spells than 
patients who behaved dependently. Depen- 
dent patients came to clinic with a member 
of the family, were unable to travel alone, 
often lived with the family, were secretive 
about their spells, and were often unable to 
look for work, take work, or join in social 
activities for fear a spell might occur and 
subject them to ridicule, hazard, or dismissal. 
The hazard was more often remote for these 
patients than for those who behaved inde- 
pendently. 
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Family attitude was accepting in only 4 
of 17 patients, and these patients were those 
whose medical handicap was slight, who had 
slight difficulty with spells, who had grand 
mal convulsions, and who had responded well 
to treatment. Almost all patients from 
accepting families were able to accept their 
own illness. 


DISCUSSION 


The results of this study confirm the 
findings of others that patients with epilepsy 
can make perfectly adequate work and social 
adjustment. External factors, mainly attrib- 
utable to stigma, that affect this adjustment 
have been emphasized by others. The effect 
of the patient’s own attitude, his indepen- 
dence, acceptance of the spells, willingness 
to tell friends and employers, his ability to 
accept the rejections that every patient with 
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epilepsy is sometimes subjected to—these 
internal factors have not been sufficiently 
emphasized, and they are of paramount im- 
portance as indicated by the patients in this 
series. In general, patients with the more 
severe medical handicap showed the better 
work adjustment. They had experienced the 
terrors of epilepsy and found them, after all, 
not so terrible. Patients with slight medical 
handicap had less reason to fear and were 
more fearful. The families reacted oppositely. 
They were more able to accept the illness 
when the medical handicap was slight. This 
emphasizes the truth of the statement(1r) 
that the treatment cannot be successful if it 
depends on medication alone. The very pa- 
tients who are best controlled medically are 
those who need most help in coming to terms 
with their illness. Without such “internal” 
adjustment to the illness, “external” adjust- 
ment in work activities is much more difficult. 

Only in relation to unfavorable medical 
condition do social and work adjustment 
differ. Social adjustment suffers more than 
work adjustment under unfavorable medical 
conditions. Patients stop trying to make an 
adequate social adjustment at a time when 
they are making excellent effort and achieve- 
ment in work. 

Possibly in men the motivation to work is 
great enough to overcome even serious handi- 
cap, whereas the motivation for maintaining 
social contacts is less strong and therefore 
social activities may be relinquished more 
quickly under unfavorable conditions. With 
proper motivation, adjustment can be excel- 
lent in either work or social spheres even in 
the presence of marked handicap in the form 
of seizures. 

Of some interest is the fact that patients 
who are not secretive about their illness, who 
tell friends and employers, make the best 
work adjustment. The policy of telling does 
not prejudice a patient’s chances. On the 
contrary, patients who accept their own ill- 
ness to such a degree that they can talk of 
it to others do better than the secretive 
individuals. The occasional inevitable rejec- 
tion is accepted by these patients as an ex- 
pression of ignorance. They can take it 
without loss of self-confidence or self-respect. 

Patients are much more accepting of their 
illness than are the families. Here lies a 


large area for therapeutic approach, since 
patients find much less difficulty in accepting 
their illness when their families accept it 
realistically rather than with horror. 

The areas in which these patients with 
epilepsy encounter the greatest difficulty are 
in relation to school and marriage. Difficulty 
in obtaining schooling is most marked for 
patients with severe medical handicap. Mar- 
riage is undertaken with hesitancy because 
of economic uncertainty and fear of heredi- 
tary taint. In these two areas, external 
factors are still so great that the patient’s own 
adjustment exerts little influence in helping 
to achieve success. 


SUMMARY AND CONCLUSIONS 


1. Twenty-two unselected male clinic epi- 
leptic patients, ages 20-52, were studied with 
reference to social, work, school, and marital 
adjustment. The interrelationships between 
adjustability and medical and psychological 
factors are presented. 

2. In these patients medical handicap is 
greatest when seizures start before the age 
of 19, are frequent, are of the psychomotor 
variety, and respond poorly to treatment. 

3. Work adjustment is better for patients 
whose medical handicap is marked. Social 
and school adjustment is better when the 
medical handicap is slight. Work and social 
adjustment is facilitated when the patients 
are able to accept their illness and to behave 
independently. 

4. Eight of the 22 patients are married, 
and two marriages have ended in divorce. 

5. Fewer families than patients are able to 
accept the illness, but almost all patients from 
accepting families are able to accept epilepsy 
realistically. 

Acknowledgment: We wish to acknowledge the 
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EMOTIONAL PROBLEMS OF HIGH BLOOD PRESSURE * 


EDWARD WEISS, M.D., BERYL JAFFE, M. D., ann H. KEITH FISCHER, M.D. 
Philadelphia, Pa. 


Hypertension is one of the commonest 
disorders of civilized life and results in the 
greatest burden of cardiovascular disease. 
After it has run its course of several years 
to a decade or more, it results in certain vas- 
cular changes that, in turn, produce changes 
within vital organs and bring about disability 
and death. We don’t know much about the 
disease in spite of the epochal work of 
Goldblatt, and many others, regarding the 
disturbances of renal blood flow. This knowl- 
edge really hasn’t advanced us very far in 
our treatment of this disorder. On the con- 
trary, it has hampered us in one respect 
because it has placed even more emphasis on 
the physical aspects of the disorder. For 
years we have studied patients with hyper- 
tension with the blood pressure apparatus, 
ophthalmoscope, fluoroscope, electrocardio- 
graph, and by means of renal function 
studies ; now we have added the intravenous 
urogram and, in certain clinics, more refined 
methods of studying renal blood flow. All 
of this is proper but it is just the beginning ; 
it is not the end of the study because patients 
with hypertension are usually anxious pa- 
tients and their anxiety has some relation to 
their blood pressure. 

We know that we must allow for the 
emotional element in individual blood pres- 
sure readings. It is also well known that 
rest and reassurance play a large part in the 
medical management of hypertensive pa- 
tients, both in relief of symptoms and in 
reduction of the blood pressure level. The 
early symptoms of hypertension are fre- 
quently exactly those of a psychoneurosis 
(Ayman) (1). Emotional stress often seems 
to precede the onset of hypertension, and 
anxiety bears a close relationship to the 
aggravation of existing symptoms in hyper- 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

From the Departments of Medicine and Psy- 
chiatry, Temple University Medical School, Phila- 
delphia. 
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tension. Cardiovascular accidents frequently 
follow emotional traumatic experiences. Per- 
sonality study often reveals a deep-seated 
conflict that stands in close relationship to 
anxiety. 

So, empirically, we have learned that there 
is some relation between emotions and high 
blood pressure, but what is it? 

During the past year we have been engaged 
in a study of unselected, consecutive patients 
encountered in a hypertension clinic. To the 
usual physical and laboratory studies are 
added a social history, Rorschach test, and 
psychiatric interviews. Although the study 
is aimed at the relationship between person- 
ality and hypertension a number of observa- 
tions have been made upon the emotional 
problems of hypertension and some of these 
we wish to discuss. 

It is obvious that these problems must be 
related to the pre-hypertensive personality 
and we have been impressed with the high 
incidence of emotional disorders existing in 
these patients prior to the development of 
their hypertension. Then emotionally dis- 
turbing events specific for the personality 
in question frequently act to precipitate 
symptoms that are attributed to the hyper- 
tension. 

Headache.—Janeway(2) observed that 
headache was the most frequent symptom of 
which his hypertensive patients complained. 
He described the typical hypertensive head- 
ache, which appears on awakening, as con- 
sisting of sensations ranging from a dull 
ache to severe pounding distress usually 
located in the cervico-occipital region. But 
in addition, he noted that a surprisingly large 
number of patients had been subject to 
migraine throughout life. Gardner, Moun- 
tain, and Hines(3) found migraine 5 times 
as frequently in hypertensive patients as in 
a control group. Then there are a great 
variety of head pains, discomforts, and 
peculiar sensations, such as dullness and full- 
ness with or without vertigo, that occur in 
hypertensive subjects and are often referred 


to 

al 

sle 

it 

try 

tic 

pr 

co 

pr 

| kn 

Vis 

co’ 

qu 

fa: 

of 

be 

“hy 

a ¢ 

he! 

wh 

un 

al 

ree 

pal 

ad 

avi 

an 

pre 

lec 

“Cc 

sto 

det 

an 

exi 

no\ 

of 

dec 

got 

the 

ual 

“br 

onl 

pre 

anc 

pre 

typ 

hov 
|_| 


ently 
Per- 
eated 
ip to 


there 
high 


zaged 
tients 
‘o the 
s are 
, and 
study 
-rson- 
serva- 
tional 
these 


ust be 
mality 
high 
ing in 
nt of 
y dis- 
mality 
ipitate 
iyper- 


that 
om of 
lained. 
head- 
s con- 
a dull 
isually 
. But 
y large 
ect to 
Moun- 
times 
; as in 
great 
and 
d full- 
‘cur in 
ferred 


1950] 


E. WEISS, B. JAFFE AND H. K. FISCHER 265 


to as headaches. The tendency is to attribute 
all these “headaches” to the hypertension. 

It is so easy for a practicing physician to 
slap a blood pressure cuff on the arm of a 
patient and say, “It’s your blood pressure” ; 
it is so difficult to spend time with a patient 
trying to find something out about the emo- 
tional life. Once the diagnosis of “high blood 
pressure” has been established attention is 
concentrated on the effort to “bring the blood 
pressure down.” The patient demands to 
know the blood pressure figures; on each 
visit to the physician he waits with anxious 
concern to hear the latest reading and fre- 
quently he has ideas of “stroke,” “heart 
failure,” or “Bright’s disease” in the back 
of his mind. 

It is hardly necessary to detail what has 
been done to this poor fellow in an effort to 
“bring his blood pressure down.” There was 
a day when protein, especially red meat, was 
held responsible, followed by a period in 
which his diet was rendered even more 
unpalatable by the withdrawal of salt. After 
a lapse of 25 years this salt-free era has been 
reestablished ; only rice has been added. The 
palatability has not been enhanced by this 
addition. Then came the period when an 
avid search was made for “focal infection” 
and teeth and tonsils were sacrificed at a 
prodigious rate. Nor was the colon neg- 
lected in this search for “toxins,” and 
“colonic irrigations” were very popular for 
a time. The patient is still often told to 
stop work and exercise, and of course is 
denied alcohol and tobacco as well as coffee 
and tea. Having been reduced to a vegetative 
existence the unfortunate hypertensive is 
now threatened with mutilation at the hands 
of the neurosurgeon who, during the last 
decade, has removed more and more of his 
sympathetic nervous system. All of this has 
gone on with hardly the slightest attention to 
the personality of the hypertensive individ- 
ual and, of course, this concentration on 
“bringing the blood pressure down” has 
only added to the phobia of high blood 
pressure with all its attendant secondary ills. 

To return to the problem of hypertension 
and headache, certainly elevation of the blood 
pressure seems responsible for the so-called 
typical hypertensive headache. (Even here, 
however, the anxiety factor enters insofar as 


it is related to exacerbations of blood pres- 
sure.) However, the vast majority of pecu- 
liar head sensations and discomforts often 
designated as headache cannot be correlated 
with the blood pressure level itself. Here the 
emotional factor is directly related to the 
peculiar head sensations. 


For example, a middle-aged woman had severe 
hypertension and headaches. Her physician sent 
her because he thought the headache was due to 
hypertension. She had had all the studies that we 
have spoken of. The only thing she hadn’t had 
was an opportunity to talk about herself as a 
person and after reviewing all these measure- 
ments, we said to her, “Sometimes tension is re- 
lated to hypertension.” She thought that over for 
a moment and said, “Well, I can improve on that 
formula. In my house, it is “contention-tension- 
hypertension.” And then she went on to tell of the 
role she played as a “buffer”—between an irate 
husband and a lazy son who was in business with 
his father and there was constant quarreling be- 
tween them. She was always trying to shield her 
son; and, martyr-like, had to pay the penalty. This 
woman’s headache was the “body-language” means 
of representing her difficult life situation. It was 
just as if she would say, “My husband is a headache 
to me.” Indeed he was. He was having an extra- 
marital affair and boasted of it openly. He felt 
that it was indecent to smoke or drink, but the 
sexual appetites were normal and were to be in- 
dulged, and no secret was to be made of the fact. 
This added to her problem by humiliating her in 
the presence of her friends. This was an intolerable 
situation for her. Perhaps as a result of the way we 
received that information uncritically, she gained 
enough confidence to present her husband with an 
ultimatum and, contrary to her worst expectations, 
he agreed to end his affair. It made a tremendous 
difference in her life. Thereafter, she was well 
as far as headache was concerned. It is true that 
this patient still has her hypertension. But the 
disappearance of the headache was an indication 
that the symptom was out of proportion to the 
disease and was related to the anxiety. The anxiety 
in turn was related to conflict and the conflict 
could be brought out by getting to know the 
woman as a human being and not just as a medical 
case. 


Migraine presents a more complicated 
mechanism. It can hardly be assumed, as 
in the case of anxiety and hypertension, that 
migraine is so frequent in hypertension be- 
cause the two are common disorders and 
therefore must frequently meet. Instead, 
there seems to be a common denominator, 
and psychologic study gives a clue. Appar- 
ently there is an intimate relationship be- 
tween the personality structure of the two 
disorders. Both present evidence of chronic- 
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ally repressed rage. Attacks of migraine 
occur when situations are met that intensify 
the rage without providing opportunity for 
adequate expression. 

Wolff’s(4) studies of the headache asso- 
ciated with hypertension have revealed that 
essentially the same mechanism is operative 
in producing this pain as in the migraine 
headache. “This statement applies not to 
the so-called hypertensive encephalopathy of 
Fishburg, of ‘hypertensive crises,’ but rather 
to the frequent, severe, and often incapacitat- 
ing headaches suffered by hypertensive pa- 
tients who may otherwise be free of symp- 
toms. The term ‘hypertensive headache’ is 
misleading, since it implies that the frequency 
and severity of the headache are directly 
related to the level of the blood pressure.” 

Wolff's data indicate that the pial and cere- 
bral arteries are not the prime contributors 
to the headache, and that the headache asso- 
ciated with hypertension, like that of mi- 
graine, arises chiefly from the dilatation and 
distention of certain branches of the external 
carotid artery: (1) the headache was not 
relieved by increasing the cerebrospinal fluid 
pressure; (2) there was no increase in the 
amplitude of pulsations of the intracranial 
arteries during the headache, and the ampli- 
tude of pulsations of these arteries did not 
become less as the headache diminished in 
intensity ; (3) ergotamine tartrate, which in 
the head acts chiefly on the branches of the 
external carotid artery, reduced the intensity 
of the headache; (4) manual pressure on 
the temporal, frontal, supraorbital, postauric- 
ular, or occipital artery decreased or abol- 
ished the headache ; and (5) ligation of the 
middle meningeal or the temporal artery, 
especially the latter, decreased the intensity 
of the headache for some months. 

Wolff observed that the headache in sub- 
jects with hypertension bears no direct rela- 
tionship to the level of blood pressure or 
pulse pressure. “The headache may be pres- 
ent when the blood pressure is relatively high, 
moderate, or low. By pressing the thumb 
upon the common carotid artery the intensity 
of the headache is reduced, with an accom- 
panying decline in the amplitude of the pul- 
sations. Decrease in the intensity of head- 
ache in the temporal region followed similar 
pressure upon the corresponding temporal 


artery. Furthermore, when ergotamine tar- 
trate did succeed in appreciably decreasing 
the amplitude of pulsations of the cranial 
arteries for a shorter or longer period, the 
intensity of the ‘hypertensive’ headache de- 
creased despite the fact that the ergotamine 
tartrate considerably increased the already 
elevated systolic and diastolic pressures. If 
little or no reduction of the amplitude of 
pulsation of the arteries occurred, there was 
no reduction in the intensity of the headache. 
Hence, headache with hypertension likewise 
is influenced by agents that decrease the am- 
plitude of pulsations of the cranial arteries.” 

Constipation—Most patients with hyper- 
tension see a connection between headache 
and bowel function. When they suffer from 
constipation they are ill, and when the bowel 
moves freely they are speedily relieved of 
symptoms. This, of course, is true for many 
patients who do not have hypertension, but in 
hypertensive individuals the relationship is 
especially obvious. Moreover, it is a rela- 
tionship that is easily exploited and in which 
the physician becomes a pathogenic agent 
when he focuses attention on the bowel as in 
the days, fortunately not now so common, 
when colonic irrigations were frequently 
prescribed for “‘autointoxication.” 

A technique, frequently used by physicians 
who try not to alarm their patients regarding 
the blood pressure, is to have a topic ready 
that will engage the interest of the patient 
at the moment that the blood pressure esti- 
mation is completed, when the patient usually 
is eager to know the result. Many physicians 
have found that the best way to deflect this 
interest, especially in women, is to ask a 
question concerning the bowel function. The 
patients then become so interested in discuss- 
ing this topic they forget, for the time 
being, their concern about the blood pressure 
reading. 

It is very difficult to overcome a patient’s 
prejudices—and even those of the medical 
profession—in this regard. But attributing 
the headache to the constipation does seem 
to be largely a psychological association, be- 
cause relief comes too quickly after a bowel 
movement to be ascribed to physical causes, 
and, in addition, deeper psychologic study 
often shows the relationship between ideas 
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of obstruction, “poisoning,” and pain in the 
head. 

Vertigo.—Patients frequently refer to the 
symptom of vertigo, which occurs in a great 
many instances with the head discomforts 
just described, as dizziness and giddiness. 
Differentiating syncope, which does not imply 
a disturbance of equilibrium, and true 
Meniére’s syndrome, one often finds that the 
symptom of vertigo bears a definite relation 
to an anxiety state. Frequently in associa- 
tion with ringing in the ears and sometimes 
with numbness and tingling of the extremi- 
ties, it is the result of psychic stress. 


The early symptoms of anxiety are usually 
expressed through the cardiovascular, respira- 
tory, gastrointestinal, and genito-urinary 
systems. It is after the anxiety state has 
persisted for some time that the symptom 
of vertigo makes its appearance. When it 
occurs in association with hypertension the 
vascular disease often is held to be respon- 
sible. However, it is well to bear in mind 
that, like organ language elsewhere, vertigo 
(unsteadiness) frequently is the symbolic 
representation of insecurity and indecision 
and this is just as true when it occurs in 
association with hypertension. 


A woman of 55 with a moderate. elevation of 
blood pressure and pronounced symptoms of cardiac 
neurosis recently suffered an attack of severe 
vertigo. She was thoroughly studied at the hos- 
pital and no evidence of organic disease other than 
moderate elevation of blood pressure was found. 
The study included a complete neurological survey. 

As one of us was leaving her room after the 
last interview a casual comment seemed to have 
more bearing on the vertigo than all of the ex- 
aminations just completed. In the course of the 
conversation, she said, “You have much to live for 
[meaning the profession of medicine] while I have 
nothing.” 

She had always aspired to a career in medicine, 
encouraged by a dominating mother who directed 
her own ambitions to the daughter. Instead she 
married a man whom she idealized as a perfect 
person “not primarily interested in woman as a 
sexual object” only to find that he made constant 
sexual demands. She never attained sexual grati- 
fication but had 5 children in rapid order. She 
devoted herself to her children, now grown, and 
following the death of her mother from heart dis- 
ease, she developed a mild depressive reaction from 
which she had not recovered. The discovery of the 
hypertension permitted her to focus her anxiety 
upon her heart and the fear of death from a 
“stroke.” 

With psychotherapy she was able to recognize 


and express the hostility against her husband but 
she had more difficulty with her guilt-laden death 
wishes against her mother. It was with great diffi- 
culty that she was able to see her mother’s domina- 
tion and her own need for her mother’s love, which 
had determined her pattern of submission, the 
development of unconscious wishes for her mother’s 
death to relieve herself of this burden, and the 
ensuing guilt, which increased her own need to 
act the dutiful daughter. Then from this identifica- 
tion she punished herself with her mother’s symp- 
toms of heart disease, especially after anything 
that she considered self-indulgence or ostentation. 
After the heart “pain” there was a secondary 
depression associated with her feelings of helpless- 
ness and inadequacy. 

During the course of treatment her depression 
diminished and she was able to engage in more 
activities, such as joining a class in music appre- 
ciation from which she derived great pleasure. 
The atmosphere at home improved. Then on her 
own accord she suggested diminishing the fre- 
quency of her visits to the psychiatrist and im- 
mediately after this had the attack of severe vertigo 
that resulted in the hospital study. We thought 
of the symptom as representing symbolically her 
fear that she might not be able to maintain her 
balance without supportive therapy but perhaps 
on a deeper level it had to do with fear of “falling” 
in a sexual sense. Certainly unconscious deprecia- 
tion of femininity colored her whole life as a dis- 
appointment that could not be fulfilled. The sub- 
stitution was to have children and be a perfect 
mother but with her children grown and no longer 
needing her care her illness was precipitated by 
the death of the mother with whom she was 
strongly identified. When she no longer had the 
gratification of motherhood the pains in the chest 
acted as a constant reminder of her inadequacy. 
They meant, “I can never hope to attain the goal 
that mother wanted for me,” and a life of leisure 
and self-indulgence only added to her woes. 


Cardiac Neurosis—Pain in the precor- 
dium, palpitation, dyspnea, and fatigue are 
a group of symptoms frequently associated 
with the cardiac neurosis that occurs in 
patients with hypertension. Fatigue may be 
a prominent part of the clinical picture, 
in fact, the most prominent symptom, al- 
though again and again the patient speaks 
of pain in the heart region and only after 
considerable discussion is it brought out that 
really the most important symptom is fatigue, 
that it occurred first, and that only later was 
the pain added. One of the commonest 
causes of fatigue is emotional conflict, which 
steals energy that then is not available for 
useful purposes. 

When these symptoms are present with a 
normal cardiovascular system and the general 
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medical examination otherwise is negative, 
it is not as a rule difficult to assign them to 
their proper sphere—the emotions. When 
hypertension is present, however, it is almost 
invariably held to be the responsible factor. 
It is under such circumstances that psycho- 
somatic study will frequently reveal that 
symptoms are out of proportion to disease, 
that there is much conflict in the personality 
makeup, and that it depends on repressed 
hostility. Moreover, a specific as well as a 
temporal relationship will be found between 
the onset of the symptoms and a psychic 
event. 

Thus in regard to symptoms in associa- 
tion with hypertension one must always ques- 
tion their relation to the high blood pressure 
itself and make an effort to understand them 
from the viewpoint of behavior. 

When pain in the chest is associated with 
hypertension in a middle-aged individual, and 
especially in the presence of physical evi- 
dence of cardiovascular disease, the problem 
becomes a very difficult one from the stand- 
point of management. It is all very well to 
advise a young person with moderate eleva- 
tion of blood pressure and no evidence of 
cardiovascular disease “to carry on in spite 
of symptoms” and encourage him to do the 
things that other people do. But in the 
presence of electrocardiographic evidence or 
other indications of myocardial disease, one 
assumes a heavy responsibility in encouraging 
such patients to carry on, and yet to caution 
rest on the one hand and try to give reassur- 
ance on the other is so often worse than 
useless. To the young physician treating such 
a patient, and to the psychiatrists as well, it 
poses a very difficult problem; the sudden 
death that may occur in patients who have 
been encouraged to carry on may bring the 
criticism of the community down upon the 
head of the unfortunate practitioner. And 
yet to play into their unconscious fears by 
cautioning rest and more rest leads to greater 
and greater degrees of invalidism. More- 
over, as the patient waits for his arteries to 
harden the questionable benefit of the physi- 
cal rest is more than offset by the physiologic 
burden provoked by psychic stress. The only 
advice that we can offer in this regard is that 
the patient must be evaluated as carefully as 
possible both physically and psychologically 


and then an effort made to advise him cor- 
rectly regarding his activities. Tension of 
emotional origin is just as burdensome to 
the cardiovascular system, if not more so, 
than effort of physical origin (Wolf and 
Wolff) (5). 


PsyCHOSOMATIC ASPECTS OF TREATMENT 


The knowledge that “every psychic ten- 
dency seeks adequate bodily expression” gives 
a practical hint in dealing with hypertensive 
patients. An explanation to the effect that 
inner tension that cannot be released through 
ordinary channels (action or words) may 
manifest itself in the circulatory system by 
adding to the problem of hypertension repre- 
sents a rational approach insofar as the 
patient is concerned. This often leads to a 
discussion of problems that are of consider- 
able interest and importance from the stand- 
point of illness. 

The psychosomatic concept of pathogenesis 
and the clinical picture must impress us with 
the necessity for the total evaluation of the 
patient with hypertension. This requires 
more than lip service to the concept of the 
organism as a whole. It represents a com- 
bined physical and psychologic study. Be- 
cause incapacity often is out of proportion 
to the disease it will be found important in 
a great many patients to re-educate them 
along the lines of “carrying on” rather than 
to urge rest and more rest. We must free 
them from the phobia of their blood pressure, 
with its attendant fears of “stroke” and 
heart failure, and allow them to express 
their aggression along more nearly normal 
channels. 

There is no objection to the effort to 
lower blood pressure as long as this does not 
constitute the sole approach to the problem. 
This applies to the recent methods of dealing 
with hypertension by surgical means. In some 
patients sympathectomy will produce a pro- 
longed drop of the blood pressure, often, it 
is true, accompanied by unpleasant side 
effects. 


For example, a man of 48 first seen in March, 
1947, had learned of his elevated blood pressure 
some 3 years before. He presented the clinical 
picture of malignant hypertension. Blood pressure 
figures averaged 240/160 during a period of 3 
months’ observation and the eye ground findings 


19 
of 
syr 
wa 
sur 
blo 
25 
sig 
ing 
evi 

Ho 
con 
thi: 
rev 
for 
unt 
jus 
In 
hig 
to 
this 
mo: 
hin 
lon 
fied 
rep 
ord 

( 
suc 
tril 
mu 
aft 
the 
by 
so 
nat 
po: 
is 
it 
net 
are 
of 
ing 
inh 
iou 
me 
imy 
rea 
he 
( 
ten 
inn 
our 
off 
hel 
the 
lov 


MENT 


ten- 
gives 
nsive 
that 
‘ough 
may 
m by 
epre- 
the 
,toa 
sider- 
tand- 


nesis 
with 
the 
juires 
the 
com- 

Be- 
ortion 
ant in 
them 
r than 
t free 
ssure, 
and 
<press 
ormal 


ort to 
es not 
»blem. 
ealing 
1some 
a pro- 
ten, it 
t side 


March, 
ressure 
clinical 
yressure 
findings 


1950] 


E. WEISS, B. JAFFE AND H. K. FISCHER 269 


of extensive retinitis progressed. Dorsolumbar 
sympathectomy was performed in May, 1947, and 
was followed by a marked lowering of blood pres- 
sure and pronounced postural hypotension. The 
blood pressure has remained low over a period of 
2) years and at present averages 130/90 with no 
significant postural hypotension. Eye ground find- 
ings have cleared completely leaving only slight 
evidence of arteriosclerosis of the retinal arterioles. 
However, the patient now complains that he is 
completely impotent. One would be apt to attribute 
this to the operation except that careful inquiry 
reveals that there was some difficulty with potency 
for many years before operation. This is not 
unusual in hypertensive subjects and represents 
just another phase of their emotional disturbance. 
In the present instance it was obvious that the 
high blood pressure and the impotence represented 
to the patient punishment for sex indulgence and 
this in turn seemed to be due to his very strict and 
moralistic upbringing. Although he now regarded 
himself as a “changed personality” in that he no 
longer coveted his superior’s job and was satis- 
fied to “coast along,” this resignation apparently 
represented a suppression of his aggression in 
order to feel at peace with himself. 


One of the fundamental issues raised by 
such a case as this concerns the energy dis- 
tribution in psychosomatic disorders. One 
must postulate that if hypertension is truly 
a psychosomatic problem then it means that 
the energy distribution has been influenced 
by repression (due to unconscious conflict) 
so that some of the energy that would ordi- 
narily be utilized for work and social pur- 
poses “short-circuits,” so to speak, and 
is deflected into the circulatory system where 
it augments the hypertension. If then the 
nervous pathways that transmit this energy 
are severed by sympathectomy what becomes 
of it? Is the organism then capable of utiliz- 
ing it for useful purposes or must it remain 
inhibited and exert itself in some other nox- 
ious manner, in other words, cause other 
mental or bodily symptoms? Is this man’s 
impotence, tendencies for which were al- 
ready present before operation, the price that 
he must pay for the improvement in his 
hypertension ? 

One may say to patients who have hyper- 
tension and anxiety (due to the meeting of 
inner conflicts and external pressures) that 
our objective in their management is to “take 
off some of the load.” If we can do this by 
helping them to achieve some insight into 
their emotional problems, with consequent 
lowering of tension, well and good; if we 


can do it by environmental manipulation, 
fine ; but if we have to resort in addition to 
drug therapy or to surgery (sympathectomy) 
by all means let us use a combination of 
efforts to help our patients. While we know 
of no evidence that well-established essential 
hypertension can be eradicated by any psy- 
chotherapeutic process, no matter how in- 
tensive or prolonged, we also feel that almost 
every patient with essential hypertension can 
be benefited by psychotherapy. 

Binger(6) and his associates in recent 
studies have the following to say: “The 
problem is that of treating a severe character 
neurosis in which anxiety, depression, and 
suppressed aggression are the cardinal psy- 
chopathological features. The method of 
choice will vary from cheerful neglect to deep 
psychological exploration. The latter . 
is a matter for the expert. What is to be 
hoped from it we cannot say. There is as 
yet no evidence that psychoanalysis or any 
other psychotherapeutic procedure can re- 
verse the physiological process or change the 
destiny of this disease—be it benign or 
malignant. The problem is an open one. It 
needs further investigation. The ground has 
now been cleared for such an undertaking.” 

Another aspect of the problem is referred 
to by Page and Corcoran(7), who call atten- 
tion to some of the well-known facts re- 
garding the superficial aspects of the relation 
of the emotions to hypertension and then 
state: “Such observations, however thor- 
oughly documented, merely establish mental 
disturbance as coordinate cause ; they do not 
suggest that it can be a primary cause of the 
whole disease. To establish it as a primary 
cause, it must be shown (1) that hypertension 
can arise de novo as a sequence of a charac- 
teristic mental pattern or (2) that the disease 
as act and potentiality can be abolished by 
appropriate psychotherapy.” 

Although the psychosomatic approach does 
not offer a complete solution of the hyperten- 
sive problem and does not even apply to all 
patients, it is a practical method of dealing 
with a set of important factors that may be 
modified, whereas the constitution of the 
individual cannot be touched. It is an ap- 
proach heretofore not sufficiently practiced. 
We are too much concerned with physical 
measurements in hypertension and too little 
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concerned with the emotional life, which may 
hold the key to the satisfactory management 
of the hypertensive patient (8). 


SUMMARY 


The organic tradition in medicine has been 
responsible for a narrow (physical) view of 
the etiology, pathogenesis, and treatment of 
essential hypertension. The psychosomatic 
approach does not neglect the physical prob- 
lems involved but includes a consideration 
of the role of emotions. It emphasizes the 
multiple factors in etiology, pathogenesis, and 
treatment and attempts to evaluate the re- 
sulting composite clinical picture. Such 
studies indicate that the emotional component 
apparently is intimately related to the de- 
velopment of hypertension in some patients, 
to the production of symptoms in many 
others, and enters into the question of 
treatment in nearly all patients with this 
disorder. 

All varieties of character and neurotic dis- 
turbances occur in hypertensive individuals, 
but most often the disorder seems to appear 
in people with compulsive characters. There- 
fore, inhibited aggression seems to bear a 
definite relationship to hypertension and, if 


it can be satisfactorily dealt with by means 
of psychotherapy, anxiety is diminished and 
blood pressure is often lowered. Even if 
blood pressure is unaffected, the treatment 
often benefits the patient by making him a 
healthier and more effective personality. Our 
objectives in treatment should be readjusted. 
We must do more than try to bring the blood 
pressure down. We must go beyond the phy- 
sical aspects of hypertension to the personality 
of the hypertensive individual in order to be 
successful in the management of such 
patients. 
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THE STUDENT COUNCIL STUDY * 


A PRELIMINARY REpPorRT 
EARL D. BOND, M.D., Puivapevpnia, Pa. 


The study of the normal has been hindered 
because normal people are not willing or able 
to tell the truth about themselves. It is true 
that much of what physicians have learned 
from people in the stresses of nervous and 
mental diseases can be applied to normal and 
gifted people. As Emerson said, “Every- 
thing God made has a crack in it.” But 
there is a danger in too facile assumptions 
from a one-sided experience, and there is an 
obvious need for a control of ideas derived 
only from the abnormal. 

In the Grant study carried on by Dr. Arlie 
Bock at Harvard many students chosen for 
normality and success were studied inten- 
sively. This much smaller study was under- 
taken at Bryn Mawr, Haverford, and 
Swarthmore Colleges with the cordial co- 
operation of the 3 presidents. It began with 
the supposition that at each college there was 
a student council elected by the students to 
represent them. This turned out to be true— 
with about 12 on each council. The members 
of the councils were asked to volunteer for 
the experiment, and to make sure of the 
consent of their parents: all but one volun- 
teered and most, but not all, prepared their 
families. One student volunteer could never 
get free to meet the psychiatrist ; one family 
broke all appointments with a social worker ; 
there were 2 sets of brothers. 

Only 3 examinations were made: psychi- 
atric interviews with the student for several 
hours, social worker’s visits to the student’s 
home and parents, and the psychological 
projection (TAT and Rorschach) tests. 
There were on hand the student aptitude 
tests and the college ranking of the students. 
In comparison to the Harvard study there 
was no attempt at physical, chemical, or an- 
thropological examinations or a large battery 
of psychological tests: it was thought that 
the findings of the much larger Harvard 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 


undertaking would be available. The smaller 
study has 2 advantages: there was no selec- 
tion whatever as far as the examiners were 
concerned ; men and women were on an equal 
footing. The student councils for 2 years 
were studied and there was some overlap- 
ping of membership. 

All Rorschach studies have been made 
but not all have been interpreted, so in this 
first paper only the work of the psychiatrists 
and social workers will be used. 

While the social workers and the psychia- 
trists were asked to make their examina- 
tions in such a way as to gather the events 
and characteristics of the members of the 
family without reference to any theory or 
presupposition or argument, in this general 
survey of the material which has been gath- 
ered a certain unity comes from comparing 
actual results to this supposition: Members 
of student councils of high ranking small 
colleges, the end product of many selective 
processes, will, with their parents and grand- 
parents, be free of neurosis and psychosis. 
This, of course, is a straw man set up to test 
the findings against a definite pattern. 

I believe that this group is as normal as 
any that can be found without individual 
selection by the examiners. And because I 
do not want to put normal in quotation marks 
every time I use it, let me discuss the mean- 
ings of the useful but many-sided word. 

In the dictionary it means according to, or 
not deviating from, an established norm. 
In general this applies to human beings: for 
these students there is an established norm 
for the United States which is different from 
the established norm for India. But for 
individuals Karl Menninger justly attacks 
“the proximity of normal to average or 
mediocre.” 

A secondary dictionary definition is “per- 
forming the proper functions.” This is valu- 
able even if we do not know exactly what 
is “proper.” But Muncie’s “intrinsic har- 
mony in structure and functioning leading 
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to ease,” happiness, and effectiveness de- 
scribes a personality development that can 
usually be discovered by the examinations 
made in this study. It also implies being 
intellectually and emotionally equipped to 
“perform the proper functions” of 18- to 
22-year-old persons—not bringing a child’s 
mentality to an adult’s task and this emo- 
tional maturity can roughly be measured. 
And normality is seen as a goal not to 
be captured by perfectionistic descriptions. 


RESULTS 


First I should like to present a 3-genera- 
tion survey for 61 families (63 students). 
The visit of the social worker to the parents 
made it possible to get descriptions of the 
student’s grandparents from those who knew 
them well. When a chart is made of (1) 
grandparents ; (2) parents, uncles, and aunts ; 
and (3) students and their brothers and 
sisters, certain impressions stand out. 

In 19 of the family charts everything 
seems to make for good results in the third 
generation. The traits listed are by no means 
negative and conforming. Here is an ex- 
ample of one family: 


PGF, a farmer-preacher with third grade educa- 
tion, led his community and became president of 
the board of the local college. He rode into the 
hills after harvest to convert the hillbillies ; “he bel- 
lowed quite a lot.” At 79 to his death at 82 he had 
shingles very badly but he would get no treatment 
because he did not believe in doctors. 

PGM, a rigid fundamentalist, was kind to every- 
one. She was a wonderful cook. She went to the 
third grade in school. 

MGEF, successful and kind, loved by all his grand- 
children; “curses the Negroes and lends them 
money.” A firm Democrat, he is against Truman. 

MGM is an excellent teller of tales to children, 
with nice little morals at the ends. She is friendly 
with everyone. 

F is a warm, friendly liberal clergyman with 
executive ability, a Ph. D. 

M is poised and firm with the children, “a 
perfect mother,” a liberal in religion, an A. B. 


In 18 more families there is a record al- 
most as good but somewhere along the line 
there is a jarring note. Examples of 4 
families : 

(1) F was a perfectionist who recovered from 
a “breakdown” ; he was never close to the children: 
but he married a woman who was strong in all 


the places where he was weak. 
(2) The F for a time drank heavily; his wife 


was able to support the children and bring them 
up on a consistent if rigid plan. 

(3) The austerity of the grandparents led to the 
F’s leaving home at 15. 

(4) Descriptions of the 4 grandparents of one 
student stand out: the paternal grandfather “drank 
only when it was necessary”; he was honest and 
always at work; the grandmother “flogged the 
children only when they needed it.” The maternal 
grandfather was a strict, fair fundamentalist min- 
ister while his wife, a leader in WCTU, was gentle 
with her children. The student’s M was surrounded 
by these ministers, her grandfather, father and 
four uncles, two brothers and one nephew and 
her husband; her son is an agnostic. 


The defects in these families are sur- 
rounded by many strong points. 

In 12 of the 3-generation charts the general 
trend is doubtful. Examples of 6 families: 


(1) Both F and M are severely neurotic and 
anxious. 

(2) The attachment of student to M and the 
lack of affection in the grandparents is prominent. 

(3) Neurotic traits are evident in grandmothers, 
uncles, and aunts. 

(4) The MGM was embittered by marriage and 
opposed the marriages of her children. 

(5) There was bitterness between M and MGM 
and insecurity in the F. 

(6) In all 4 grandparents there was conflict and 
unhappiness. 


In 14 family charts the intimations of 
trouble are strong. All 14 are listed: 


(1) (2) (3) There are sharp conflicts between 
3 sets of parents. 

(4) The MGM was alcoholic and a suicide; a 
MA was aivorced after manic-depressive attacks; 
a S is extremely neurotic. 

(5) (6) (7) (8) Four sets of parents are 
divorced. 

(9) With many depressions in the family the 
parents were at cross purposes. 

(10) There was no love in the marriages of 
grandparents or parents. 

(11) There is alcoholism and unhappiness in 2 
generations. 

(12) For the paternal grandparents, and for 
the parents, the marriages were unhappy. 

(13) On the paternal sides there were two 
suicides. 

(14) Intense maternal domination marked this 
family. 


Some idea of the constructive factors that 
are mixed with the destructive ones comes 
with a further look at a family where the 
student’s parents were divorced. 

The PGF was a strong, lovable, steady man. 


The F was extremely intelligent and able. When he 
was divorced, the MGF took his plaee: a steady, 


hi 
cil 
at 
tv 
lit 
st 
hi 
ti 
in 
m 
ct 
th 
ge 
al 
ft 
al 
0! 
ge 
ge 
pe 
al 
fe 
fc 
T 
in 
st 
fe 
th 
pe 
ne 
ti 
je 
at 
w 
at 


aternal 
min- 
gentle 
ounded 
er and 
w and 


> sur- 


eneral 
nilies: 
tic and 
ind the 
minent. 
nothers, 
age and 


| MGM 


lict and 
ons of 


between 


icide; a 
attacks; 


nts are 
nily the 
ages of 
ess in 2 
and for 
ere two 
ked this 
ors that 


comes 
ere the 


dy man. 
When he 
a steady, 


1950 | 


EARL D. BOND 273 


hard-working successful business man, active, so- 
ciable, respected, very happily married to MGM, an 
attractive, quiet, steady person who died young. 
The M is warm, energetic, frank; the student and 
two sisters are gentle, happy, and successful. 


Student Characteristics—In the 19 fami- 
lies where the promise was good, 12 of the 
students were entirely on the positive side: 
happy, independent, friendly, efficient, prac- 
tical, altruistic, harmonious. Anxiety and 
insecurity were marked in 4, other trouble- 
some tendencies in 3. 

In the 14 families where much seemed to 
make for trouble, 2 of the students have a 
crusading impulse to make the world better : 
they are leaders, handle people well, are 
gentle, courageous, popular. Three others 
are happy, steady, efficient. Two are success- 
ful, very competitive. Seven are insecure 
and disturbed. 

Family History Characteristics spite 
of the great individual differences certain 
general statements are descriptive of the 2 
generations before the students. The grand- 
parents were hard-working, narrow, rigid, 
able. Only about a fourth of the grand- 
fathers had advanced education, and another 
fourth did not go beyond the third grade. 
The~parents and the uncles and aunts are 
intelligent and more tolerant, and much less 
sure that they are right. Almost all the 
fathers had college degrees. 


DISCUSSION 


Going back to our straw-man supposition 
that students chosen as these were, with their 
parents and grandparents, would be free of 
neurosis and psychosis we find that correc- 
tions must be made. 

There are found, without the help of pro- 
jection tests, neurotic traits that deserve 
attention in 34 students, 41 parents, and 42 
grandparents—traits that in the students 
were in evidence at the time of the psychi- 
atric interviews. 

But the presupposition that no psychoses 


would be found is discovered to be aston- 
ishingly true. There are none in the students 
or their parents. In the grandparents there 
were two psychotic conditions, depressions, 
one mild and one severe; there are 3 suicides 
which seem to be due, one to a depression, 
one to alcoholism, one to the troubles of a 
displaced person. To have a question of 
psychosis come up in only 4 out of over 
400 people is remarkable in itself. (In a 
control group of 60 college students who 
broke down with psychoses while they were 
in college there is a record of 25 psychoses 
in parents and grandparents.) 

This 3-generation study suggests that many 
neurotic traits in families and many faults 
in persons can be compensated by abilities in 
other family members or in individuals, and 
also suggests that the normal is a person 
whose abilities allow neurotic traits and other 
faults to be managed. 

In a curious place, a book entitled “Richer 
by Asia,” by Taylor, there is this comment: 
“In reality it is not the (full-blown) neurosis 
which is important to the world but the 
fragments of neurosis or delusion in normal 
men, including psychiatrists. The world can- 
not be saved by eliminating clinical (full- 
blown) neuroses but only by eliminating the 
neurotic traits in normal men (and women).” 


SUMMARY 


The members of student councils of 3 
colleges and their parents volunteered for 
psychiatric and social work studies. They 
are considered as a normal group selected 
without any interference by the examiners. 

Normality is discussed, and an overall 
account of 3 generations is given. 

Neurotic traits were found in 34 students, 
4I parents, and 42 grandparents. Psychoses 
were seen in no parents and only 2 grand- 
parents. 

Again the importance of neurotic traits 
in able people is suggested. 
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GRADUATE TEACHING OF PSYCHIATRY THROUGH INDIVIDUAL 
SUPERVISION * 


FRANKLIN G. EBAUGH, M.D.,? Denver, Coto. 


The value of a training program in psy- 
chiatry is directly dependent on the goals and 
the effectiveness of the psychiatric practice 
of the institution that conducts it, since train- 
ing is primarily a supervised apprenticeship 
experience for which no amount of exclu- 
sively didactic work can substitute. The pri- 
mary objective of the residency training pro- 
gram in psychiatry at the Colorado Psycho- 
pathic Hospital is to produce the psychiatrist 
with skill in human relationships who is iden- 
tified with the problems, interests, and cur- 
rents of thought and feeling of the com- 
munity as a whole ; whocan assume leadership 
in maintaining the demands of mental health 
conservation ; as well as the psychiatrist who 
is well-grounded in medicine and in the basic 
neuropsychiatric sciences. A training pro- 
gram is therefore best evaluated in terms 
of such unmeasurable factors as the social 
breadth and vision of the hospital’s philoso- 
phy, the hospital morale and atmosphere, and 
its therapeutic effectiveness. A didactic pro- 
gram of teaching can be easily described, 
since it involves merely the reproduction of a 
schedule, but such a program can serve only 
to impart facts without the know-how to use 
them. Further, in a training program, there 
is much that the student can, must, and will 
dig out for himself, but the making of a 
psychiatrist will still remain a function of 
sound and disciplined leadership(3). 

Throughout the entire residency training 
program, training focuses in two major 
areas: the teaching of knowledge and the 
development of skill. It is possible to acquire 
knowledge through didactic instruction, but 
it is the thesis of this paper that skill can be 
achieved only through apprenticeship, only 
through “learning by doing(1).” Even a 
large share of knowledge itself is better ac- 
quired in the individual supervisory rela- 


1 Read at the 106th annual meeting of The Ameri- 
can Psychiatric Association, Detroit, Mich., May 
I-5, 1950. 

2 Professor of Psychiatry, University of Colorado 
Medical Center, Colorado Psychopathic Hospital, 
Denver, Colorado. 
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tionship. However, it has become increas- 
ingly clear that we need more discussion and 
understanding of the supervision which is 
necessary in “learning by doing.” The tu- 
torial relationship on which supervision is 
based is generally accepted as being the best 
single method of teaching psychotherapy 
since, in supervision, the student can be given 
a gradual progression of experience in deal- 
ing with patients(6). In the hospitalized 
psychiatric patients, the student can observe 
relatively few patients over a considerable 
period of time(6) ; in the outpatient depart- 
ment of the psychiatric hospital, he sees a 
greater number of patients less intensively 
(6) ; and finally, by experience in consulta- 
tion and treatment of general hospital inpa- 
tients and outpatients, and by experience in 
the handling of children’s cases, he achieves a 
truly psychosocial approach to his work, 
realizing that the psychological and social 
components may vary greatly in relative im- 
portance, but that both must be constantly 
taken into consideration(6). Throughout all 
this training process, the supervisory method 
allows the student the opportunity for graded 
and controlled experience(2). When his in- 
terviews with patients are continually held up 
to the critical light of supervision, the trainee 
can be given practical and pointed help with 
the interviewing process. He will soon see 
the skills involved in good interviewing: the 
art of getting people to talk, the skill re- 
quired in establishing a useful treatment rela- 
tionship, the “free-floating attention” needed 
to note clues that reveal more fundamental 
problems that underlie the patient’s verbaliza- 
tions, and the ability to fit the treatment pro- 
cedure to the needs of the individual(5). 
Such a process necessarily means training 
in diagnosis also, since the student must have 
an accurate understanding of the patient as 
well as his problem(8). If the patient cannot 
use, or fundamentally does not want, the help 
offered, then treatment cannot occur, and 
the student must be able to evaluate this. 
Further, if the therapy is not fully appropri- 
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ate to the problem, much effort will be 
wasted, and the value of training in diagnosis 
will again be made apparent. Thus, the stu- 
dent realizes that the process of diagnosis is 
not to label patients but to evaluate accurately 
the total current problem and the patient’s 
ability to deal with this problem in terms of 
his total personality structure. In the evalua- 
tion process of diagnosis the supervisory 
process can also be used to make the student 
aware that, in order to understand the pa- 
tient, he must have knowledge about the en- 
vironment in which his patient lives and 
about the resources within the community 
through which modifications in the environ- 
ment can be made(g). This involves an 
awareness of family and community relation- 
ships and an appreciation of the feelings of 
those who are the human part of the patient’s 
environment(6). The student can be helped 
to achieve this outgoing, receptive frame of 
mind, which allows him to approach people 
in a desire to help them and to understand 
them. Obviously, skill in the understanding 
of others will grow as the maturity of the 
student increases, and good supervision can 
aid in the personality growth of the student. 
It is a normal thing for the student to de- 
velop increasing self-awareness when he con- 
siders the various problems of his many pa- 
tients(1). Such introspection is usual when 
one attempts to accept others’ conflicts as 
understandable and to help them with their 
problems. However, the student’s own con- 
flicts can also block him in helping others by 
making it difficult for him to see similar prob- 
lems in the patient or by arousing the stu- 
dent’s defenses against certain conflicts to 
such a degree as to prevent the patient’s be- 
ing helped in these areas(1). The supervi- 
sory role at this point is both very necessary 
and difficult because the student must be al- 
lowed to maintain his necessary defenses as 
long as he needs them and yet must be helped 
to relinquish enough of them to allow him to 
participate in the treatment relationship. 
There is no doubt that some reorganization 
of the student’s feelings and attitudes takes 
place as a result of the experience of personal 
supervision, and this allows him to gain in- 
creasing integration of his knowledge and his 
feelings. However, throughout all this proc- 
ess, supervision is concerned primarily with 


the development of the professional self of 
the student, and the clear-cut difference in 
goal between the education objectives of su- 
pervision and its possible therapeutic values 
must always be maintained. Supervision deals 
with the personality of the student only when 
the personality structure reflects itself in his 
handling of patients, or when it prevents in 
other ways his acquiring therapeutic compe- 
tence. This does not mean, however, that 
personal difficulties of the student are not 
sometimes worked through in the super- 
visory process, for the student is given sup- 
port and the opportunity of recognizing his 
own neurotic reactions and often is thus able 
to reintegrate them into his normal person- 
ality equilibrium(2). It is obvious that the 
problems of the therapist cannot be separated 
from the process of therapy until those prob- 
lems have been recognized, accepted, and 
brought under conscious control. When the 
student has an active neurotic problem that 
makes this impossible, it is best handled 
separately, outside of the supervisory rela- 
tionship. 

Not only does the supervisory process de- 
mand from the student a keen perception of 
the patient’s reactions and an ability to in- 
terpret them correctly, and not only does it 
demand an awareness by the student of his 
own feelings, it also requires a knowledge of 
the techniques used in treatment and a thor- 
ough understanding of the patient-physician 
relationship itself. 

The basic techniques of psychotherapy dif- 
fer, depending on their goals: whether the 
emphasis is on the reinforcement of ego 
strengths, or on the fuller understanding of 
conscious material, or on the reliving within 
the treatment situation of feelings from both 
the past and current life situations in order 
to achieve interpretation and insight(4). 

In supervision the student evaluates his 
patient in regard to suitability for treatment, 
the diagnosis and dynamics, the formulation 
of a treatment plan, and he periodically re- 
evaluates the entire process as treatment pro- 
gresses(4). Depending on the formulation, 
the student can offer his patient either sup- 
port or clarification or interpretation as the 
treatment proceeds(4). 

In supervision the student comes to realize 
that psychological support is useful in reliev- 
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ing anxiety and guilt associated with reality 
difficulties occurring in a basically well- 
adjusted person and serves to give the indi- 
vidual confidence in his ability to handle his 
problems adequately(7). The patient is en- 
couraged to talk freely and to express and 
clarify his feelings about his problems. As 
these feelings are understood and accepted by 
the therapist, the patient can come to recog- 
nize them as an acceptable part of himself 
and is able to function more realistically as 
well as more comfortably(10). Through the 
process of supervision, the student acquires 
confidence in this patient’s ability to solve his 
own difficulties and to make his own deci- 
sions ; thus, supervision helps the student to 
watch carefully the degree of dependency 
in the relationship between the patient and 
therapist in order to avoid undue regression 
by the patient(4). Since supervision encour- 
ages constant self-awareness on the part of 
the student, it allows him to base his treat- 
ment relationship on the patient’s needs 
rather than the student’s enjoyment or re- 
sentment of the patient’s dependency. 

The student’s use of interpretation in the 
treatment process is also aided by adequate 
supervision since interpretation depends upon 
the student’s understanding clearly the emo- 
tions, attitudes, and behavior of the patient 
in order to increase the patient’s ability to 
see external reality more clearly and to un- 
derstand conscious material more fully(7). 
In the supervision of process interviews, the 
student finds it necessary to analyze each of 
his responses, to consider its appropriateness 
and its effect on the flow of the patient’s 
material and on the patient-doctor relation- 
ship itself(4). Carrying out such an inten- 
sive process in supervision results in constant 
reevaluation of the treatment process by the 
student(3). When the student is attempting 
to help the patient achieve insight during the 
therapy, the use of supervision becomes even 
more apparent since positive and negative 
feelings develop to the therapist as a person 
and as a parent-surrogate. The handling of 
such feelings by the student plays a great 
part in the achieving of insight by the patient 
since it allows a reliving within the treatment 
situation of feelings from both past and cur- 
rent life situations and results in the patient’s 
first recognizing such feelings within the 


safety of the treatment relationship and later 
in real life(3). Through the supervisory 
process, the student is helped to see how the 
typical neurotic person reacts to the present 
in terms of the past and carries over feelings 
and misconceptions from the past into the 
present. As the student helps the patient to 
discharge some of these feelings and to 
understand the past more fully, the patient 
can respond to the present more realistically 
and understand it more clearly. 

Thus supervision allows the simultaneous 
occurrence of training and clinical experi- 
ence. Too often in the past, the student 
learned almost exclusively by either didactic 
lectures or by his own doing, and, as a result, 
focused on what his instructor did or what 
he did to the patient rather than on what use 
the patient made of the treatment relation- 
ship(1). Such training resulted in the stu- 
dent’s attempting to change the patient rather 
than to provide the opportunity for a rela- 
tionship from which change could emerge. It 
is only through individual supervision that the 
student can gain a fundamental understand- 
ing of the emotional growth of the patient 
that can result from the patient-physician 
relationship. Thus we have seen that in the 
supervisory hours there is a continual attempt 
to teach an awareness of the treatment proc- 
ess ; the interview material is always studied 
from the point of view of the growth and 
development of the therapy situation itself. 
This means the continual recognition and 
identification of the patient’s feelings in the 
therapeutic process. It requires an aware- 
ness of the attitudes with which the patient 
tries to find meaning in the patient-physician 
relationship(3). It demands an understand- 
ing by the student of dynamic psychopathol- 
ogy in order to give meaning to the defenses 
utilized by the patient. Finally, it requires for 
the physician himself a discipline of his own 
feeling, speech, and behavior(5). In super- 
vision, the student critically examines his own 
responses and attempts to understand their 
relation to the underlying theoretical presup- 
positions. He must constantly inquire, ‘“What 
purpose did my comment serve ?’’(3). 

In order to use the supervisory relation- 
ship to the fullest, there are certain essen- 
tials that the student must maintain in the psy- 
chotherapeutic process with the patient (3, 4). 
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First, the focus of the treatment must be 
clearly established. Certain limitations in the 
treatment possibilities present in patients 
have to be recognized; these are related to 
the particular patient’s personality structure 
and psychodynamic trends. No therapeutic 
movement capable of nonanalytic handling 
will occur in patients desiring only gratifica- 
tion of dependency cravings or those acting 
out retained infantile hostilities to the parent 
of the same sex(3). Further, psychotherapy 
can be blocked by overwhelming pressures 
from situational and reality issues(7). There- 
fore, in the first few interviews, an attempt is 
made to determine whether the patient can 
deal with his problems by the use of carefully 
modified confronting interpretations that 
bring to the patient’s awareness thoughts or 
feelings with which he may not yet be en- 
tirely ready to deal, and thus an evaluation 
is made of how far the patient can go in 
dealing with his problems and how much 
anxiety he can tolerate. When this is con- 
sidered in the light of the underlying person- 
ality structure, the student in his supervisory 
conference can make some estimate of the 
treatment possibilities of the patient, and 
can recognize the problems with which ther- 
apy can deal. Moreover, this attempt to 
focus treatment will clarify the limitations 
of the student himself, his psychological ap- 
titudes, and the state of advancement of his 
training (2). 

Second, the patient-physician relationship 
must be clearly structured(3). This means 
the arranging of an arbitrary appointment 
schedule that is carefully adhered to by the 
student, who must respect the patient’s rights 
to the time agreed upon. The treatment rela- 
tionship also requires that the patient him- 
self assume as much responsibility as is pos- 
sible in the working through of his problem, 
and supervision helps the student realize that 
the patient’s reasons for coming for treat- 
ment must be clarified initially (3). 

Third, the feelings and attitudes in the 
patient-physician relationship that are de- 
veloped toward the student must be recog- 
nized and handled(3). In general, negative 
feelings to the therapist are handled as soon 
as they are recognized, but positive feelings 
are not dealt with until they interfere with 
therapeutic movement. Since both positive 


and negative feelings to the therapist may not 
be recognized by the student, the supervisory 
relationship must continually identify and 
clarify these feelings. This same supervisory 
need is present concerning dependency crav- 
ings expressed by the patient in the interview, 
as these are often difficult for the student to 
recognize and handle(3). 

Fourth, the student must identify those 
psychodynamic trends that require discus- 
sion with the patient, and supervision often is 
used to clarify these in the student’s mind(3). 
There will always be certain thoughts or feel- 
ings that the patient is unable to accept and 
yet unable to repress and that require inter- 
pretation. In other instances, dynamic ma- 
terial may be present in the patient and recog- 
nized by the student, and yet interpretation 
may be inadvisable. The tutorial relationship 
helps the student in his relating of the psy- 
chodynamic trends to the total dynamic posi- 
tion of the patient at the time of his request 
for help. 

Fifth, the timing of termination is always 
an important part of the psychotherapeutic 
process, and often the student requires super- 
vision in its handling (3). The length of treat- 
ment is sometimes unnecessarily prolonged 
by failing to subject the relationship to con- 
stant critical survey. In supervision, the stu- 
dent can continually evaluate the progress 
made in order to see when the patient has 
actually obtained the relief he sought and is 
ready to go on his way. The process of 
termination, if handled correctly, has impor- 
tant dynamic therapeutic value. In every 
termination, there are feelings of being aban- 
doned by the therapist and of hostility to 
him; the recognition and discussion of these 
are necessary to a successful termination 
experience. 

In this paper we have considered the con- 
tributions of individual supervision to the 
training of the psychiatrist and have seen 
that it can lead to the three essentials of 
success in treatment: the acquisition of 
knowledge, an understanding of the patient- 
physician relationship, and a development of 
self-awareness in the student. 
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THE INTENSIVE ELECTRIC SHOCK THERAPY OF CHRONIC 
DISTURBED PSYCHOTIC PATIENTS * 


MERVYN SHOOR, M. D.,? ann FREEMAN H. ADAMS, M.D.* 
San Francisco, Calif. 


Intensive electric shock therapy, i.e., ther- 
apy given daily or oftener, has become a 
validated procedure in the management of 
acute excitement states(1-3). This type of 
treatment has been advocated for curative 
purposes in both neurotic(4) and psychotic 
(5, 6) illnesses. It has also been used in the 
management of chronic psychotic patients 
(7, 8). 

This report deals with the use of intensive 
electric shock therapy in the ward manage- 
ment of a group of chronic disturbed psy- 
chotic women patients over a 3-month period, 
from June 15 to September 15, 1949. 

Our goals were not curative; they were 
limited to the level of improved ward beha- 
vior. We had in mind the management of 
chronic disturbed psychotic patients, free of 
restraint, seclusion, and sedation. 


MATERIAL 


Cottage E, Unit 5, of the Stockton State 
Hospital is the most disturbed of the chronic 
women’s wards. Its average monthly census 
is 112 patients, with a rated capacity of 123. 
Approximately 14 patients are transferred 
to and received from other wards monthly. 
All types of chronic disturbed patients are 
handled on this ward, excluding tuberculous 
patients. The majority of the patients would 
fall under the heading of the functional psy- 
choses ; in addition there is a sprinkling of 


1From the Stockton State Hospital, Stockton, 
California, and The Langley Porter Clinic, San 
Francisco, California, State of California Depart- 
ment of Mental Hygiene; and the Division of Psy- 
chiatry, University of California School of Medi- 
cine, San Francisco, California. 

The opinions or assertions contained herein are 
the private ones of the writers and are not to be 
construed as official or reflecting the views of the 
Navy Department or the Naval Service at large. 

2 Commander, Medical Corps, U. S. Navy, as- 
signed to Langley Porter Clinic for residency 
training. 

8 Director of Clinical Services, Stockton State 
Hospital. 


mental defectives, epileptics, old parenchy- 
matous luetics, as well as postlobotomy pa- 
tients. The average duration of hospitaliza- 
tion of those patients treated is 5.9 years. 
During the 3-month perioc covered by this 
report 123 patients were treated. The total 
number of shock treatments given was 2,655, 
or an average of 29 treatments daily. If 
Sundays on which no treatments were given 
are excluded, the daily average would be 34. 


METHOpDs 


Patients were selected for intensive main- 
tenance electric shock treatment on the basis 
of their ward behavior. This meant, in gen- 
eral, disturbed aggressive behavior that re- 
quired restraint, seclusion, and/or sedation, 
and prevented the patient from engaging in 
the normal ward routine, going to the dining 
and day rooms, yard, toilet, etc. 

For our purposes we arbitrarily de- 
fined restraint any mechanical restriction 
(leather wristlets, jacket, etc.) applied to a 
patient for over one hour. By seclusion we 
meant placing a patient in a single closed 
room during the day for over one hour. 

Age and cardiovascular status were not 
considered contraindications to treatment. 
Routine pre- and postshock laboratory ex- 
aminations were not performed. Patients 
treated ranged in age from 19 to 84. 

We used an electric shock machine, model 
160, manufactured by the Lektra Labora- 
tories, Inc. All patients received a grand mal 
seizure. 

A patient was started on this program 
with treatment once a day, and continued 
daily until she became manageable. Fre- 
quently 2 or more seizures were induced in 
one day if the patient was unduly disturbed. 
(On one occasion a severely disturbed epilep- 
tic received 6 induced grand mal seizures 
within one hour.) 

As soon as the patient improved in her 
ward behavior, that is, when she was able to 
be out of restraint and/or seclusion and go 
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to the dining room, toilet, etc., treatment was 
discontinued. When she again became dis- 
turbed and unmanageable, treatment was re- 
sumed on a daily basis. Patients were there- 
fore treated on what might be termed an 
extensive-intensive-maintenance basis, on a 
pro re nata schedule. 


RESULTS 


The results are shown in Tables 1 and 2. 
We have compared the amounts of restraint, 
seclusion, and sedation for the 3-month period 
prior to the intensive program with the 
amount used during the 3 months covered 
by this report. During the 13-week period 
immediately prior to the intensive program 
the average daily amount of restraint used 
was 35. For the 13-week period covered by 
this report the corresponding figure was 4. 
This represents roughly a 90% reduction 
in the use of restraint. 

Similarly, prior to the program the aver- 
age daily seclusion figure was 5. This dropped 
to 2 during the intensive schedule. More- 
over, if the week during which a diarrhea 
epidemic occurred (September 7-13) is ex- 
cluded (since all patients secluded then were 
isolated because of this illness), the corrected 
average daily seclusion becomes 1.4. This is 
roughly a 66% reduction in seclusion. 

The reduction in sedation is also striking. 
Before the program the average daily doses 
of sedatives numbered 24. During the pro- 
gram it fell to 2.1, representing roughly a 
go% reduction. Furthermore, there were 8 
weeks out of 13 during which no sedation 
was used. (Routine sedation for epileptics 
is excluded. ) 

Complications as a result of shock treat- 
ment included two cases of unilateral hip 
(femoral neck) fracture. 


SUBJECTIVE OBSERVATIONS 


Patients varied a good deal in the amount 
and spacing of the treatment required. Some 
became manageable after 2 or 3 daily con- 
secutive shocks. Others required a large 
number of daily treatments, for example, 20- 
40, before the desired results were obtained. 

Originally we contemplated that we would 
be able to detect some pattern of periodicity 
to each patient’s period of disturbance, so 
that a fixed schedule of prophylactic treat- 


ment could be instituted. However, this did 
not occur, since patients varied greatly in the 
incidence of their disturbed episodes. We 
did not observe any regular pattern or pe- 
riodicity in any of our patients’ behavior. 
Hence treatment continued to be carried out 
as the patient’s behavior demanded on a 
variable basis. 

Within 2 weeks from the beginning of our 
intensive electric shock treatment the char- 
acter of the ward changed radically from that 
of a chronic disturbed ward to that of a 
quiet chronic ward. Combative behavior of 
the patients diminished dramatically. Physi- 
cal labor of the attendants was cut in half. 
For example, individual tray service for 
40 to 50 patients per meal was abolished. 
Soiling and smearing were also markedly 
reduced. Patients in general became better 
“ward citizens,” and in the words of one 
attendant “began to act like human beings.” 
There was a general heightening of the 
morale of both attendants and patients. 


DISCUSSION 


Intensive electric shock therapy to produce 
an organic confusional state has been con- 
sidered desirable in some quarters. We do 
not believe this always to be true. We found 
that many patients responded favorably in 
their ward behavior after 1, 2, or 3 daily 
consecutive treatments given at widely spaced 
intervals. In the case of some patients who 
received daily shock therapy for several 
weeks it was our impression that they did 
become confused, and that this could par- 
tially explain their improved behavior. We 
believe these observations indicate that con- 
fusional treatment per se is not the only 
means of improving psychotic patients under- 
going electric shock treatment. 

We have operated on the well-documented 
thesis that shock treatment of itself does not 
do permanent damage to the brain. At the 
time of writing, some of our patients have 
received over 100 treatments during this pro- 
gram. While there is on record(g) the case 
of a patient who received 248 electric shock 
treatments over a 14-year period, we are not 
familiar with any reports of such a large 
number of treatments on an intensive level. 
Despite the uncertainties about the limits of 
intensive electric shock treatment as a main- 


Ma: 
Ma 
Ma: 
Apt 
Apt 
Ap! 
Apt 
Ma: 
Ma 
Ma: 
Ma: 
Ma: 
Jun 


Jun 
Jun 
Jun 
July 
Jul; 
July 
July 
Au 
Aus 
Au; 
Au 
Au; 
Sep 
Ser 


ma 
illr 
the 
res 
rec 


ten 
pre 
WE 


[ Oct. 


is did 
in the 
. We 
or pe- 
avior. 
ed out 
on a 


of our 

char- 
m that 
> of a 
ior of 
Physi- 
1 half. 
-e for 
lished. 
rkedly 
better 
of one 
eings.” 
of the 
ts. 


roduce 
n con- 
We do 
found 
ably in 
3 daily 
spaced 
its who 
several 
iey did 
Id par- 
yr. We 
iat con- 
1e only 
under- 


mented 
loes not 
At the 
its have 
his pro- 
the case 
ic shock 
are not 
a large 
ve level. 
imits of 
a main- 


1950] 


M. SHOOR AND F. H. ADAMS 281 


tenance procedure, we are continuing this 
program. 
Some of our patients have improved re- 


ment daily for many weeks bear to the lo- 
botomized patient. This raises the question 
whether it is within the realm of possibility 


TABLE 1 


WEEKLY DATA SHOWING AMOUNTS OF RESTRAINT, SECLUSION, SEDATION, AND ELEctric SHOCK THERAPY 
Prior TO INTENSIVE PROGRAM * 


Restraint Seclusion 

(No. times (No. times 
Time used) used) 
269 42 
March 29-April 4......... 268 4I 
May 6..... 154 17 


Sedation ¢ Electric Shock Therapy 


“No. No. No. 
patients doses patients No. 
sedated administered t treated treatments 

93 117 47 47 
84 120 37 37 
100 139 42 42 
108 147 47 47 
96 124 47 47 
QI 108 39 39 
118 35 35 
138 185 41 41 
149 IQI 3I 31 
158 193 35 35 
160 187 40 40 
137 17! 36 36 
198 235 44 4 


* Treatments were given twice weekly. A total of 43 patients were treated in this group. 


+ Exclusive of routine sedation for epileptics. 
t Includes all sedatives and narcotics. 
§ Eight-day period. 


TABLE 2 


WEEKLY Data SHOWING AMOUNTS OF RESTRAINT, SECLUSION, SEDATION, AND ELEctTriIc SHOCK THERAPY 
DuRING INTENSIVE PROGRAM 


Restraint Seclusion 
(No. times (No. times 
Time used) used) 
July 27-August 2.......... 41 3 
8 2 
6 
I 
August 31-September 6.... 5 2 
September 7-13§ ......... 14]| 731 
September 14-15$§ ....... I 309 


* Exclusive of routine sedation for epileptics. 
t Includes all sedatives and narcotics. 
t 2-day period. 


Sedation * Electric Shock Therapy 


No. No. “No. 
patients doses patients No. 
sedated administered f treated treatments 
119 145 183 185 
36 37 162 165 
5 5 192 193 
4 4 199 201 
6 8 200 201 
213 213 
0 0 226 230 
0 218 218 
2 2 189 201 
182 189 
174 200 
0 180 195 
174 187 
67 77 


§ On September 11 an epidemic of diarrhea with fever of unknown etiology occurred throughout the hospital. 


|| 7 of these patients were ill with diarrhea. 
fi All these patients were ill with diarrhea. 


markably, considering the chronicity of their 
illness and the type of regressive behavior 
they displayed. We are impressed with the 
resemblance that some of our patients who 
receive large amounts of electric shock treat- 


that the use of intensive electric shock treat- 
ment over a long period of time with a large 
number of treatments might obviate some of 
the failures of electric shock treatment in 
chronic psychotic patients. 
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SUMMARY AND CONCLUSIONS 


1. Intensive electric shock treatment was 
tried on a large, chronic, disturbed psychotic 
women’s ward over a 3-month period. 

2. As a result restraint was reduced 
roughly 90%, seclusion roughly 66%, and 
sedation roughly 90%. Patients in general 
became better ‘ward citizens.” 
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rea OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


THE ONE HUNDRED AND SIXTH ANNUAL MEETING—DETROIT, 1950 


The annual meeting was held at the Book- 
Cadillac Hotel, Detroit, Michigan, May 1-5, 
1950. The meeting was called to order by 
the President, Dr. George S. Stevenson. He 
then presented the Most Reverend William 
J. Babcock, who gave the invocation. After 
introducing the President-Elect, Dr. John C. 
Whitehorn, Dr. Stevenson called on the 
Medical Director for his annual report. The 
Address of Welcome was presented by Mr. 
Albert E. Cobo, Mayor of Detroit. 

Dr. Stevenson announced that Dr. Harri- 
son Sadler had been added to the Commit- 
tee on Arrangements and Dr. Thomas W. 
Hagerty, who had been nominated for mem- 
bership of the Council, was elected to Fel- 
lowship in the Association. 

Dr. Ivan C. Berlien, Chairman of the 
Committee on Arrangements, announced a 
special luncheon meeting on May 3 for the 
Presidents, or their representatives, of the 
Affiliate Societies and a reception for new 
members on May 4 to meet the officers of 
the Association. 

Dr. Frank J. Curran presented the re- 
port of the Program Committee during 
which he announced an innovation in the 
program, a special academic lecture on psy- 
chosurgery by Dr. Walter J. Freeman for 
the members of the Association on the 
evening of May 4. 

The Secretary, Dr. Leo H. Bartemeier, 
announced that the membership of the As- 
sociation had increased by 569 members dur- 
ing the past year and was, as of April 1, 
1950, 5,247, including 23 Honorary Mem- 
bers, 30 Corresponding Members, 140 Life 
Members, 1,064 Fellows, 3,470 Members, 
and 520 Associate Members. 

The Treasurer, Dr. Howard W. Potter, 
then gave his report, which will appear in 
another section of these Proceedings. 

Each of the above reports was then voted 
upon separately and unanimously accepted. 

The President-Elect, Dr. John C. White- 


horn, then took the chair and the President, 
Dr. George S. Stevenson, gave his Presiden- 
tial Address, entitled “Beyond the Patient.” 

The President-Elect responded to the mes- 
sage of the President. 

Dr. Stevenson read the names of members 
deceased during the year. 

Dr. Franklin G. Ebaugh presented a me- 
morial to Dr. Adolf Meyer, a former Presi- 
dent of the Association. 

At the general session for members of the 
Association on May 2, the members were 
called upon to take action with regard to 
some 44 proposed amendments to the Con- 
stitution and By-Laws, some of which had 
been sponsored by Dr. Samuel W. Hamilton 
and Dr. Earl D. Bond. Others were spon- 
sored by the New York Society for Clinical 
Psychiatry and still others by the former 
Committee on Reorganization. In some in- 
stances, there were as many as 3 amendments 
concerning a single proposition. Theoreti- 
cally it was possible to have all accepted and 
also to have the vote divided among all 3. 
The members present, therefore, voted to 
go into a Committee of the Whole in ad- 
vance in order to sense the wishes of the 
membership. By requesting the Committee 
of the Whole to recommend to the member- 
ship to vote for or against the respective 
proposed amendments it would be possible 
for the membership to understand what the 
general attitude of the Committee of the 
Whole was and then be able to take action 
accordingly. 

The President then requested Dr. Henry 
C. Davidson, Chairman of the Committee on 
Constitution and By-Laws, to take the chair 
and to preside over the meeting of the Com- 
mittee of the Whole. 

By show of hands, the members adopted 
certain proposed amendments to the Consti- 
tution and By-Laws: 


1 All amendments to the Constitution and By- 
Laws proposed and adopted at this meeting are 
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The following proposed amendments to 
the Constitution were not adopted: 


Article III, Section 2. This section to be amended 
by striking out the phrase “United States or its de- 
pendents or British America” and substituting there- 
for the phrase “The Americas” so that the section 
read as follows: 

2. All classes of membership except Honorary 
and Corresponding Members shall be residents of 
the Americas at the time of their election. 

Article III, Section III. A Committee on Mem- 
bership of not less than 5 Fellows shall be appointed 
by the President from the Committee Panel pro- 
vided by the Council. 

Article III, Section IV. After “members,” insert 
the words: “or associate members.” 

Article III, Section V. After the first sentence, 
add: “No members shall be elected after 1950.” 
Delete the second sentence. 

Article III, Section VI. Add: “Members and 
associate members shall be recommended to Fellow- 
ship after it becomes apparent that they deserve this 
recognition.” 

Article III, Section VIII. To be omitted. 

Article III, Section 9. Strike out all after “resi- 
dents of” and substitute “The Americas.” 

Article V. Substitute “life members” for “cor- 
responding members.” 

Article VI, Section I. The officers and 4 mem- 
bers of the Council and one Auditor shall be elected 
at each annual meeting. Nominations shall be made 
by a nominating committee which shall consist of 
the chairmen of all sections and 2 other Fellows 
selected by the Council, with the President-Elect 
serving as chairman of the committee. A two-thirds 
majority of the nominating committee shall consti- 
tute a quorum. In the event that any chairman of a 
section is unable to serve on the nominating com- 
mittee or attend its meetings, he may name from the 
membership of his section an alternate to serve in 
his stead. 

Article VI, Section I. Strike out the entire sec- 
tion, and substitute : 

“The officers and 3 members of the Council shall 
be elected each year by mailed ballots. The presi- 
dent, during the first month of his incumbency, shall 
appoint a nominating committee consisting of 5 
Fellows. Not later than the first day of the follow- 
ing January, this committee shall inform the mem- 
bership of its nominations, either through some 
regular publication of the Association or by special 
letter to every member and Fellow. Other nomi- 
nations may be made during January by petition to 
the Secretary by any 20 Fellows over their signa- 
tures. On February first, the Secretary shall pre- 
pare, and have printed, suitable ballots containing 
all nominations. Such ballots shall be mailed to the 
members and Fellows, and by them, marked, signed, 


shown in the revised draft of the Constitution and 
By-Laws published in the August 1950 issue of 
the JouRNAL and are therefore not repeated here. 
Proposed amendments that failed of adoption are 
here included as a matter of record. 


and returned to the Secretary. All properly marked 
ballots in the Secretary’s hands not later than the 
end of March shall be counted by tellers appointed 
by the President, not less than 3 in number. The 
results of the election shall be reported to the Asso- 
ciation in the order of business at the first session 
of the second day of the Annual Meeting.” 

Article VI. Recommend that the second para- 
graph be numbered 2 and read as follows: 

2. Each Councillor and Auditor shall serve for 
three years. The other officers listed in Article IV 
shall each serve for one year. If a vacancy occur in 
any office, the Council shall designate a Fellow or 
Life Member to fill the unexpired term. 

Article VII, Section VII. After “president-elect” 
strike out the rest of the line and substitute: “secre- 
tary, treasurer, and another of its .. .” 

Article VII. The President shall preside at the 
annual and special meetings of the Association or 
Council. In his absence at any time the President- 
Elect shall act in his place. The President shall 
appoint the chairman and the members of each 
committee from a panel of Fellows qualified for 
the various committees. This panel shall be selected 
by the Council. No individual shall serve as chair- 
man of the same committee for more than three 
years. 

Article VIII. Amendments to the Constitution 
shall be submitted by mail to each Fellow and Mem- 
ber of the Association and be adopted by a two- 
thirds vote of all Fellows and members voting: 
Provided, That the proposed amendments have been 
published in the JouRNAL a year in advance of the 
date of voting. Any amendment to the Constitution 
which is recommended by at least 50 Fellows and 
members must be published in the JourNAL within 
2 months of its submission. It must then be pre- 
sented to the membership for vote one year from 
the date of its publication in the JouRNAL. 

Article VIII. Amendments to the By-Laws shall 
be submitted by mail to each Fellow and member 
of the Association and be adopted by a two-thirds 
vote of all Fellows and members voting: Provided, 
That the proposed amendments have been published 
in the JouRNAL a year in advance of the date of 
voting. Any amendment to the By-Laws which is 
recommended by at least 50 Fellows and members 
must be published in the JouRNAL within 2 months 
of its submission. It must then be presented to the 
membership for vote one year from the date of its 
publication in the JouRNAL. In order to be counted 
as valid, ballots on proposed amendments to the 
Constitution or the By-Laws must be in the hands 
of the election officials not later than one month 
from the date on which they were mailed to the 
membership for vote. 


The following proposed amendments to 
the By-Laws were not accepted : 


Recommend that Article IV of the By-Laws be 
repealed and the following substituted therefor : 

1. When any local, state, district, provincial, ter- 
ritorial, or regional psychiatric society, most of 
whose members live in the Americas, shall express 
a desire to become an affiliated society of The 
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American Psychiatric Association, it shall submit 
to the Council of this Association a copy of its 
constitution and by-laws, a list of its members, and 
a certified statement showing its requirements for 
membership. 

2. If the Council recommends to the Association 
at an Annual Meeting that the said society be ac- 
cepted, and if this recommendation be adopted by a 
vote of the majority of the Fellows and Members 
voting, then the society making application shall be 
designated as an affiliated society. 

Recommend that Article V of the By-Laws be 
repealed and the following substituted therefor : 

1. When a group of not less than 20 of the mem- 
bership of this Association, residing in a continu- 
ous geographic area, shall make application to the 
Council of this Association to organize a district 
branch of this Association and the Council approves, 
this action shall be presented to the general mem- 
bership at the next Annual Meeting. 

2. If the establishment of this District Branch is 
approved by vote of the majority of the Members 
and Fellows voting on the question, the Branch 
shall thereupon be considered established and shall 
be named according to the geographic area of its 
jurisdiction. 

3. No one shall become a member of a District 
Branch who is not already of the membership of 
The American Psychiatric Association. 

4. Each District Branch will elect its own officers, 
meet its own expenses, adopt its own regula- 
tions, and schedule its own programs, provided that 
nothing is done thereby which is inconsistent with 
the Constitution, By-Laws, or resolutions of The 
American Psychiatric Association. 


The following proposed amendments 
which had been presented at the Annual 
Meeting in 1948 were now adopted : 


Article III, Sections 8 and 9. “Life Fellows shall 
be those who have maintained themselves in good 
standing as Fellows (or formerly as “active mem- 
bers”) for 30 consecutive years. This 30-year period 
shall begin at the time membership status was be- 
stowed. They have all the rights of Fellows. Life 
Members shall be those who have maintained them- 
selves in good standing as Members for 30 con- 
secutive years. They shall have all the rights of 
Members.” 

Article V: “Life Fellows, Life Members, Honor- 
ary Members, and Corresponding Members shall 
be exempt from the payment of annual dues to the 
Association.” 


The Committee of the Whole now voted 
unanimously to rise. The general business 
session was then resumed. A vote of thanks 
was given to the Chairman of the Com- 
mittee on Constitution and By-Laws for the 
excellent manner in which he had conducted 
the meeting of the Committee of the Whole. 

Dr. Henry C. Davidson, Chairman of the 
Committee on Constitution and By-Laws, 


made a motion, which was seconded, that 
the members in general business session enact 
as amendments to the Constitution proposals 
bearing the numbers on the official ballot 
which the Secretary then read as follows: 
I, 2, 5, 10, 12, 14, 15, 17, 19, 22, 25, 28, 
29, 30, 33, 34, 35, 36, 37, 38, 41, 42, 43, 
and 44 and the ones for Life Membership. 
The motion was put to a vote and was car- 
ried practically unanimously. 

Two hundred and forty-nine members 
opposed the proposed amendments num- 
bered 13, 21, and 24; and 193 favored the 
adoption of these amendments. Inasmuch as 
they required a two-thirds vote in order to 
be adopted, they were lost. These 3 amend- 
ments were as follows: 


Article IV, Section 1. After “president-elect” 
insert “three vice-presidents.” 


Article VI, Section 2. After “president-elect,” 
insert “vice-presidents.” 

Article VII, Section 1. After “at any time,” in- 
sert “the ranking available vice-president.” 


Dr. Karl M. Bowman read the report of 
the Nominating Committee as follows: 

“The Nominating Committee presents the 
following nominations for the election of 
officers of The American Psychiatric Asso- 
ciation to be held at the annual meeting of 
The American Psychiatric Association at 
Detroit, Michigan, May 1-5, 1950: For 
President-Elect: Dr. Leo H. Bartemeier, 
Detroit, Michigan; for Secretary: Dr. R. 
Finley Gayle, Jr., Richmond, Virginia; for 
Treasurer: Dr. Howard W. Potter, New 
York City; for membership to the Council 
(three members are elected and the retiring 
President, Dr. George S. Stevenson, auto- 
matically becomes the fourth member) : Dr. 
Harry J. Worthing, Brentwood, New York, 
Dr. Juul C. Nielsen, Ingleside, Nebraska, Dr. 
DeWitt C. Burkes, Portland, Oregon; for 
auditor: Dr. Thomas W. Hagerty, Stockton, 
California. 

Dr. Martin H. Hoffmann, Detroit, Michi- 
gan, was nominated from the floor by Dr. 
Robert B. McGraw, for the office of Coun- 
cillor. This was seconded by Dr. Roy D. 
Craig. 

It was voted to close the nominations, that 
the Nominating Committee’s recommenda- 
tions be adopted, and that the Secretary cast 
the vote for each of the officers. 
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The following officers were unanimously 
elected: President-Elect, Dr. Leo H. Barte- 
meier ; Secretary, Dr. R. Finley Gayle, Jr.; 
Treasurer, Dr. Howard W. Potter; Auditor, 
Dr. Thomas W. Hagerty. 

It was voted that the election of Council- 
lors be by secret ballot. 

The report of the Committee on Settle- 
ment Laws was presented by Dr. Lewis J. 
Siegal. It was voted that the Association 
express its very great appreciation to Dr. 
Siegal and the Committee on Settlement 
Laws for the work done by the Committee. 

The report of the Psychiatric Foundation 
was accepted as read. 

The report of the Ethics Committee pre- 
sented by the Chairman, Dr. Thomas J. 
Heldt, was accepted. 

At the general session, May 3, 1950, Dr. 
Addison M. Duval, Chairman of the Com- 
mittee on Tellers, submitted the following re- 
port on the elections for Councillor : 

A total of 448 ballots were cast, and he 
declared the following Councillors elected: 
Dr. DeWitt C. Burkes, Dr. Juul C. Nielsen, 
and Dr. Harry J. Worthing. 

This part of the report of the Committee 
on Tellers was accepted. 

The Secretary reported actions taken by 
Council at its meeting on November 15, 
1949.” 

It was then voted that the 1951 annual 
meeting of the Association be held in Cin- 
cinnati, Ohio. 

The recommendations of the Council and 
the Committee on Membership relative to 
the election of new members and changes in 
classification of members were unanimously 
accepted. Figures for new members are as 
follows: Associate Members, 218; Members 
385; reinstated 2; Corresponding 16; Total 
621. In addition there were 70 transfers 
from Associate to Member and 312 from 
Member to Fellow. 

Dr. Theodore R. Robie presented the fol- 
lowing resolution, which was passed unani- 
mously : 


“Be It Resolved, That we, the members of The 
American Psychiatric Association, do hereby ap- 
prove in principle the publication in the JouRNAL 
of minutes of Council meetings as soon as possible 


2 Reports of Council and Executive Committee 
meetings follow these Proceedings in this issue. 


following each meeting, but in no case later than 
four months after said meeting, and that the Council 
be instructed to follow this procedure henceforth.” 


A motion by Dr. Theodore R. Robie that 
this meeting, on May 3, 1950, adopt a reso- 
lution to the effect that it is their feeling that 
the Press should not be admitted to the 
business meetings was lost. 

Those who were elected to become Fellows 
at the Annual Meeting in 1949 were then 
presented with Fellowship certificates and 
the business meeting was then adjourned. 

At the annual banquet, May 3, 1950, the 
President, Dr. George S. Stevenson, pre- 
sented certificates of commendation to the 
following retiring officers and members of 
Council: George S. Stevenson, President, 
1949-1950; Leo H. Bartemeier, Secretary- 
Treasurer, 1946-1947, Secretary, 1947-1950; 
Robert H. Felix, Councillor, 1947-1950; 
Samuel W. Hamilton, Councillor, 1947- 
1950; George S. Johnson, Councillor, 1947- 
1950; William Malamud, Councillor, 1947- 
1950. 

Certificates of commendation were also 
presented to the following retiring Chairmen 
of standing committees: Ivan C. Berlien, 
Arrangements Committee, 1949-1950; Le- 
land E. Hinsie, Biography Committee, 1948- 
1950; Rupert A. Chittick, Medical Rehabili- 
tation Committee, 1948-1950; Karl M. Bow- 
man, Nominations Committee, 1949-1950; 
Frank J. Curran, Program Committee, 1947- 
1950; Francis H. Sleeper, Psychiatric Nurs- 
ing Committee, 1948-1950; William B. Ter- 
hune, Cooperation with Lay Groups Com- 
mittee, 1948-1950; Leonard E. Himler, In- 
dustrial Psychiatry Committee, 1946-1950; 
Henry A. Davidson, Constitution and By- 
Laws Committee, 1949-1950. 

At the general session, May 4, 1950, the 
Secretary presented the report of the actions 
taken by Council during its meetings on May 

I, 2, 3, and 4, 1950. Following some dis- 
cussion, the report of the Secretary was ac- 
cepted as read. 

Dr. Benjamin H. Balser, Chairman of the 
Committee on Resolutions, presented the 
following report of his Committee: 


“Mr. President and Fellow Members: 


Your Committee offers the following resolutions 
for your consideration and action: 
1. Resolved, That the President and Members of 
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Members of 


The American Psychiatric Association, convened in 
Detroit for their 106th annual meeting, do hereby 
express their appreciation to His Honor, Albert E. 
Cobo, Mayor of Detroit, for the cordial welcome he 
has extended to our members. 

2. Resolved, That special thanks be voted to 
The Honorable G. Mennen Williams, Governor of 
the State of Michigan, for the interest shown in 
the activities of the Association, by his participa- 
tion, at great personal inconvenience, in the Round 
Table Meeting on “What the Public Thinks of 
Psychiatry.” 

3. Resolved, That the convention convey our 
thanks to the Honorable Luther Youngdahl, Gov- 
ernor of the State of Minnesota, for his informa- 
tive and stimulating address as speaker at the Public 
Meeting on May 4, 1950. 

4. Resolved, That thanks be voted to Dr. Detlev 
Bronk, President of Johns Hopkins University, for 
his interesting and inspiring address at the Annual 
Banquet of the Association, and to Mrs. Margit 
Kormendy for her kindness in entertaining us with 
a musical program at the Annual Banquet. 

5. Resolved, That the Association record its in- 
debtedness to its President, Dr. George S. Steven- 
son, for his competent and wise direction of the 
affairs of the Association, and for his never-failing 
efforts in our behalf. 

In Addition—To the other Officers, to the Mem- 
bers of the Council, to the Chairmen and Members 
of the various Committees and Affiliate Societies, 
this Association extends its sincere thanks for their 
collaboration. 

6. Resolved, That the Association commend Dr. 
Frank J. Curran and his fellow members of the 
Program Committee, for the excellent organization 
of the program, and for the interesting material 
which was presented and discussed. 

7. Resolved, That the Association record its ap- 
preciation to Dr. Ivan C. Berlien, Chairman of the 
Committee on Arrangements, and his fellow Com- 
mittee members, particularly Dr. Thomas V. Hoag- 
land, for the magnificent and efficient manner in 
which they discharged their duties, to the end that 
all in attendance thoroughly enjoyed the hospitality 
of this great City. 


In Addition—That the Association express its 
thanks to Mrs. Ivan C. Berlien, and to her asso- 
ciates of the Women’s Arrangements Committee, 
for the entertainment provided for the lady guests 
of the Association and for their arduous efforts 
during the Meeting in our behalf. 

8. Resolved, That the Association record its ap- 
preciation to Dr. Daniel Blain, Medical Director, 
to Mr. Austin M. Davies, Executive Assistant, and 
to their office staff, for their devotion to duty and 
enthusiastic service rendered to the Association 
throughout the year. 

9. Resolved, That the continued gratitude of the 
Association be expressed to Dr. Clarence B. Farrar, 
for his efforts on our behalf as Editor of the AMerI- 
CAN JOURNAL OF PsYCHIATRY. 

10. Resolved, That the thanks of the Association 
be extended to the members of the Press for their 
accurate reporting of the proceedings of our 106th 
Annual Meeting. 

11. Resolved, That the Association express its 
appreciation to the Detroit hotels, who have looked 
after the comfort of our members and guests. 

12. Resolved, That the Association be compli- 
mented upon the outstanding success of this, the 
106th Annual Meeting, and that the members be 
congratulated for attending in such large numbers, 
and for displaying such spirited interest. 

Respectfully submitted, 
Newton Bicetow, M.D., 
WALTER Bromserc, M. D., 
Bernarp C. Giueck, M.D., 
Gaston Lorcnon, M.D., 
HERMAN SELINSKY, M.D., 
BENJAMIN H. Batser, M. D., Chairman.” 


The report of the Committee on Resolu- 
tions was approved. 

Dr. George S. Stevenson then presented 
the gavel of the Association to Dr. John C. 
Whitehorn, who then assumed the Presi- 
dency of the Association. 

The 106th annual meeting of the Associa- 
tion adjourned at 5:00 p. m., May 5, 1950. 


LIST OF DECEASED MEMBERS AS READ AT THE 
1950 ANNUAL MEETING 


Charles E. Remy, Chicago, Ill......... 
Robert R. Hays, Akron, Ohio.......... 
William B. Titley, Sacramento, Cal... . 
Walter C. Weigner, Rumford, R. I..... 
William T. Drysdale, Boise, Idaho..... 
David Schryver, New York, N. Y...... 
Charles E. Kiely, Cincinnati, Ohio..... 
Angus W. Morrison, Minneapolis, Minn 
Lawrence R. Serrurier, Portland, Ore... 
James Lewald, Laurel, Md............. 
Walter E. Futrelle, Chillicothe, Ohio... 
Cuthbert H. Rogerson, Baltimore, Md... 
Carlyle A. Porteous, Montreal, Canada 
J. Ernest Fox, Hopkinsville, Ky........ 


7; 


Dec. 16, 1946 
seeeecceeeceeeeeees Died Feb. 10, 1949 
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William W. Graves, St. Louis, Mo...... 
Harold E. Foster, Ft. Meade, S. Dak.... 
William M. Dobson, Groton Long Point, Conn............. Died 
Trude Tietz, Baltimore, Md............. 
Oscar M. Plotkin, Houston, Texas...... 
Ernest Kelley, Omaha, Nebr............ 
Frank H. Redwood, Norfolk, Va........ 
Raymond C. Fagley, Kirklyn, Pa........ 
Alfred W. Snedeker, Richmond, Ind..... 
Charles B. Stephens, Nevada, Mo........ 
Otto Kauders, Vienna, Austria.......... 
Thomas K. Gruber, Eloise, Mich........ 
Peter L. Cabibbe, Independence, Iowa. . 
William R. Rosanoff, Alhambra, Cal... 
William M. Faulk, Tuscaloosa, Ala... .. 
Walter E. Lang, Westborough, Mass... . 
Frederick C. Potter, Cuyahoga Falls, Ohio................. Died 
Emile LeGrand, Montreal, Canada..... 
L. Cody Marsh, Tucson, Ariz.......... 
Kenneth K. Slaght, Rochester, N. Y... 
R. Harvey Cook, Oxford, Ohio........ 
Clarence G. Cox, Dublin, Ga........... 
John P. Eidson, New York, N. Y...... 
Clarence J. Slocum, Beacon, N. Y...... 
Adolf Meyer, Baltimore, Md........... 


April 18, 
April 10, 
May 4, 
May 7, 
May 9, 
May 14, 
May 
May 
June 1949 
July 20, 1949 
Aug. 6, 1949 
Aug. 7, 1939 
Aug. 8, 1949 
Aug. 17, 1949 
Sept. 2, 1949 
Sept. 1949 
Sept. 1949 
Oct. 9, 1949 
Nov. 4, 1949 
Nov. 1949 
Nov. 24, 1949 
Dec. 2, 1949 
Dec. 8, 1949 
Jan. 28, 1949 
Mar. 1950 


1949 
1949 
1949 
1949 
1949 
1949 
1949 
1949 


MEMORIAL TO PAST PRESIDENT 
ADOLF MEYER, M.D. 
1866-1950 


In the death March 17, 1950, of Dr. Adolf 
Meyer, Professor Emeritus of Psychiatry 
at Johns Hopkins Medical School, the world 
lost one of its foremost citizens and profes- 
sional leaders. Dr. Meyer devoted nearly 60 
years of his life to the enrichment of man- 
kind through his remarkable talents as a 
teacher, inspirational leader, and revered 
dean of American psychiatry. 

Dr. Meyer was born in Niederweningen, 
Switzerland, September 13, 1866, the son of 
aclergyman. He completed his medical train- 
ing in 1890 at the University of Zurich and 
later did postgraduate work in anatomy, 
neuropathology, psychology, and philosophy 
at Paris, London, Edinburgh, Vienna, and 
Berlin. His first notable writing in a long 
career of epoch-making contributions to the 
literature dealt with the reptilian forebrain. 
He came to the United States in 1892 when 
he was selected as an honorary fellow in neu- 
rology at the University of Chicago; in 1893 
he was appointed as pathologist at the IIli- 
nois Eastern Hospital at Kankakee. Here 
his main interest changed from neurology to 
psychiatry and he received an appointment 


on the staff of Worcester State Hospital 
where he served from 1895 to 1902. During 
this period he was also docent at Clark Uni- 
versity. In 1902 he became director of the 
Pathological Institute of New York state 
hospitals for the insane. As director of the 
Institute on Ward’s Island he served con- 
currently as professor of psychiatry of Cor- 
nell University. 

Both at Worcester and especially in New 
York as head of the Pathological Institute 
Dr. Meyer’s tremendous energy and creative 
genius produced permanent results. He not 
only reorganized the work of the entire New 
York system but also made enduring con- 
tributions to neurology and psychiatry. It 
was during this period that Dr. Meyer ad- 
vised Clifford Beers concerning the mental 
hygiene movement, which led to the found- 
ing of the National Committee for Mental 
Hygiene. Dr. Meyer continued throughout 
his life as one of the most important leaders 
in the National Committee for Mental Hy- 
giene. He was appointed professor of psy- 
chiatry of Johns Hopkins Medical School 
in 1910 and director of Henry Phipps Psy- 
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chiatric Clinic of Johns Hopkins Hospital 
in 1913. 

At Phipps, Adolf Meyer continued his 
contributions to American psychiatry, mainly 
through his psychobiological concepts of 
health and disease. Here Adolf Meyer freed 
psychiatry from its dependence upon the 
pathology of dead tissues, on the one hand, 
and from undue emphasis upon classificatory 
psychiatry, on the other. He emphasized that 
psychiatry must approach mental disease 
from all possible viewpoints, and this open- 
mindedness toward mental disorder charac- 
terized his whole teaching. Out of his work 
has developed much of our present-day 
teaching of psychiatry: the study of the 
normal, or psychobiology; the study of the 
basic principles underlying abnormal be- 
havior, psychopathology ; and the study and 
treatment of the patient who has a complaint. 
To aid in these studies he developed im- 
portant tools: The personality study, the 
direct and indirect examination procedures, 
and the life chart. His influence has spread 
directly to many medical schools through 
teachers and clinicians trained in his clinic 
and has reached indirectly into most psychi- 
atric practice and teaching through the de- 
velopment of psychobiological principles in 
American psychiatry. 

Meyer was a great believer in the appren- 
ticeship system of teaching, and it was from 
him that we “learned by doing.” And the 
concepts we learned were broad. Never in 
all my contacts with him did he abandon 
his emphasis on the whole man in his social 
setting. The objectives of his teaching al- 
ways remained dynamic and functional and 
emphasized a pluralistic but common-sense 
approach to mental disorders and their treat- 
ment. In his teaching his personality added 
the vital spark that changed facts into facts 
of life, and cases into people. He said, “The 
dynamic theory that I use does not talk of 
symptoms ; it talks of reactions that we want 
to understand and readjust in one way or an- 
other.” He continually stressed, “Take the 
facts we observe in actual experience. Un- 
der what conditions do they occur? What 
factors enter into them? With what possi- 
bility of control and modification? And, in 
general, one makes use of the methods of all 
science, choosing methods according to the 


3 


nature of the data and being sure to fit the 
methods to the facts instead of forcing the 
facts into nonpertinent methods.” 

Thus it is that the emphasis laid down by 
Meyer stressed the need for doctors to treat 
the person as well as the disease, to consider 
the whole man in his total life experience. 

Further, there was to be no false separa- 
tion of mind and body, and it was recognized 
that “the difficulties of functioning may be 
transitory or lasting, stationary or progres- 
sive; and the type may be structurally or 
largely functionally determined, a disorder 
whether mainly of special detachable parts 
(physiological) or of the person as an indi- 
vidual and mentally integrated subject of the 
social group. The physician who makes him- 
self responsible for the handling of the path- 
ergasias must be prepared to determine op- 
portunities for treatment and adjustment 
from whatever level or set of integration a 
disorder can be controlled—physico-chem- 
ical, vegetative, reflex, social and action- 
forming, with more or less obligatory con- 
sciousness and cooperation. He cannot prop- 
erly be merely a ‘psycho’-therapist but has 
to be a physician equipped by a general medi- 
cal training, as one never can know what 
complexities one may become responsible 
for; and one also has to be reasonably in- 
formed in sociology, i.e., the technically 
manageable aspects of more than individual 
human situations.” 

It has been the privilege of few men in 
modern medicine to have contributed to the 
literature as Dr. Meyer has. It is a fitting 
tribute to Dr. Meyer that 4 volumes are now 
in preparation for publication by the Johns 
Hopkins Press presenting the outstanding 
papers and contributions of Dr. Meyer in the 
fields of clinical psychiatry, psychiatric edu- 
cation, neurology, and mental hygiene. The 
publication of Dr. Meyer’s papers in these 
4 volumes will enable all members of this 
Association to benefit through his continuing 
influence on psychiatry and medical educa- 
tion, neurology and mental hygiene. It is 
difficult to select or to refer to the numerous 
outstanding papers written by Dr. Meyer. 
Each paper showed his keen insight and un- 
derstanding of human behavior and pre- 
sented original points of view all with direct 
application to present-day problems, such as 
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organization of hospital work, content of 
teaching, relationship of psychiatry to the 
community, etc. Outstanding papers continu- 
ously referred to in present-day literature 
comprise the following: Objective Psychol- 
ogy or Psychobiology with Subordination of 
the Medically Useless Contrast of Mental 
and Physical; Psychiatry: Its Meaning and 
Scope; The Contributions of Psychiatry to 
an Understanding of Life Problems; The 
Fundamental Conceptions of Dementia Pre- 
cox ; Critical Review of the Data and General 
Methods and Deductions of Modern Neu- 
rology ; the discussion of Moebius’ Hopeless- 
ness of all Psychology; A Discussion of 
Some Fundamental Issues in Freud’s Psy- 
choanalysis ; The “Complaint” as the Center 
of Genetic-Dynamic and Nosological Teach- 
ing in Psychiatry ; Spontaneity. Among his 
papers are outstanding presidential addresses 
such as those delivered before this Associa- 
tion and the American Neurological Associa- 
tion, as well as various lectureships through- 
out this country and abroad. 

Dr. Meyer was deservedly the recipient of 
numerous honors and honorary degrees both 
in this country and abroad. Every psychi- 
atric institution and medical center concur- 
rently uses many of his clinical methodologies 
and has gained from his remarkable skill in 
organization and attempts to bridge the gap 
between the hospital and community. The 
present satisfactory army nomenclature fol- 
lows his basic reactive types. Dr. Meyer was 
a pioneer in the development of modern so- 
cial service. He visualized and implemented 
a role in practically all the progressive ad- 
vances that have developed in the field of 
psychiatry. 


I am inclined to think that we speak of 
great men too indiscriminately nowadays, 
but in the case of Adolf Meyer, by any tests 
or measurements that occur to me, he was 
indeed a great man. As perspectives deepen 
on his life and work, I am certain that he 
will continue to affect all of us as a dynamic 
presence. For we all are, in some ways, stu- 
dents of Adolf Meyer and will remember him 
as one of the most illustrious of modern 
physicians. 

As professional men we draw a rich heri- 
tage from his wisdom, his loyalty, his sense 
of duty and responsibility, his kindly sym- 
pathetic manner and his remarkable gener- 
osity of spirit—and who, of those who were 
privileged to know him personally, can ever 
forget the warm hospitality of his home, his 
delightful sense of humor, his perfect team- 
mate in Mrs. Mary Meyer, his daughter, 
Julia, his interest in music and his gentle 
charm? I personally shall always cherish the 
memory of his keen appreciation of the 
mountains, his enjoyment of nature, his love 
of his own beautiful birthplace, and such 
things as his pleasure in teaching us the 
Swiss Mill game—so many intimate facets 
that cannot be separated from the stimula- 
tion of his encouraging words and sound 
advice in our common professional field. If 
we think of Adolf Meyer as a great physi- 
cian, humanist, pioneer, researcher, teacher 
and friend, which he certainly was, we shall 
honor him most highly, and best perpetuate 
his memory by perpetuating in ourselves, to 
the best of our ability, those forward-search- 
ing attitudes which dominated his life and 
which he impressed on us. 

FRANKLIN G. Exsaucu, M.D. 
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SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE COMMITTEE 
JUNE 26, 1949, TO MAY 5, 1950 


Executive Committee Meeting, June 26, 1949.— 
The Committee expressed itself in favor of con- 
ferring certificates on retiring Councillors, Secre- 
tary, and Treasurer, and of sending retiring Chair- 
men certificates by mail. Recommended to Council 
that the 1951 annual meeting be held in Cincinnati. 
Recommended establishing the principle of holding 
the annual meeting as near as possible to the first 
week in May. Authorized Dr. Daniel Blain to 
announce the next Mental Hospital Institute in the 
autumn of 1950 and agreed to establish an ad hoc 
advisory committee to Dr. Daniel Blain for work- 
ing out plans for this Institute. Authorized the 
printing of 1,500 copies and the binding of 1,000 
copies of the Proceedings of the Mental Hospital 
Institute. 

Agreed to advise the committee chairmen that 
a simultaneous meeting of committees will be held 
on November 14, 1949. 

Agreed to hold the next meeting of Council 
November 15, 1949. Agreed to enlarge the mem- 
bership of the Committee on Committees to the 
number of 5, all members to be members of Council. 
Decided to publish an up-to-date version of the 
Constitution and By-Laws in the JourNAL and to 
publish the proposed amendments to the Constitu- 
tion and By-Laws as submitted during the meet- 
ing in Montreal. 

Referred to the Council for action a communica- 
tion from the Chairman of the Section on Military 
Psychiatry requesting abolition of the Section. Re- 
ferred to the Council without taking action the 
application of the Oklahoma Society of Psy- 
chiatrists and Neurologists to become an affiliate 
society. Agreed to grant the request from the 
National Society for Medical Research to again 
contribute to the support of the Society’s program 
for the coming year and authorized the Treasurer 
to send a contribution of $100.00. 

Executive Committee Meeting, Sept. 11, 19490.— 
Simultaneous meetings of all standing committees 
will be held independently of the availability of 
the grant from the Commonwealth Fund, but the 
grant may be applied to them in so far as this is 
in keeping with the program submitted to the Com- 
monwealth Fund. Funds for the meetings are to 
come from the budgets of the individual committees. 

In the future all expenditures connected with the 
annual meeting must be authorized by Mr. Davies. 
The Committee decided that hereafter special regis- 
trations at the annual meetings for interns, nurses, 
medical students, and students of social work be 
made on the approval of the Committee on Ar- 
rangements and that a reduced fee be charged to 
special registrations. Free admissions are to be 
discontinued. 

Dr. George H. Stevenson will be requested to 
act as official observer of the APA at a meeting 
of the United World Federalists, Inc. 

The beginning of the fiscal year having been 
changed from April 1 to July 1, the Executive 


Committee requested the Budget Committee to 
prepare budgets from July 1 to June 30 with a 
supplementary budget to cover the interval between 
April 1, 1950, and June 30, 1950. The auditing 
report shall indicate the financial condition of 
the Association on March 31 or any date previous 
to the annual meeting. 

Executive Committee Meeting, Oct. 9, 1949.—The 
Committee decided to hold the Second Mental Hos- 
pital Institute during October, 1950. Approved the 
recommendation of Dr. Samuel Wortis, Chairman 
of the Committee on Medical Education, that the 
first postgraduate conference be held on April 30, 
1950, prior to the annual meeting in Detroit, under 
the budget provided for the office of the Medical 
Director, the meeting to be held under the direc- 
tion of the Committee on Medical Education. Ex- 
pressed the opinion that the Committee on Com- 
mittees is a special committee of the Association. 
Was informed that the Council had unanimously 
approved, by mail vote, the appointment of Dr. 
Robert O. Jones of Nova Scotia, to serve on the 
Membership Committee for a period of 5 years. 

Approved the following resolution for transmis- 
sion to the Secretary of State of the United States 
and to the Secretary of External Affairs in Canada, 
for transmission by them to their respective dele- 
gates to the United Nations: 

“The American Psychiatric Association regrets 
the action of the Economic Committee of the 
Economic and Social Council in recommending 
against the Mental Health Program of the World 
Health Organization. The members of The Ameri- 
can Psychiatric Association consider general good 
health and good economic conditions very important 
basic considerations for mental health in all the 
countries of the world. The Association, therefore, 
urges support for the United Nations’ expanded 
program of technical assistance for economic devel- 
opment of underdeveloped areas.” 

Approved the voucher statement procedure pro- 
posed by the Treasurer, Dr. Howard Potter, and 
expressed its appreciation to him, Further voted 
to recommend that this procedure be put into effect 
as soon as possible and that it be brought to the 
attention of the Council for its consideration. Fur- 
ther recommended that all checks bear the printed 
name of Dr. Howard W. Potter, Treasurer, and 
that they be signed by Mr. Austin M. Davies, the 
Executive Assistant. 

Agreed that the mail pouch should contain only 
communications from the A.P.A. 

Executive Committee Meeting, Nov. 14, 1949.— 
The application of the Nassau Neuropsychiatric 
Society to become an affiliate society was deferred 
pending further investigation both in regard to 
the restrictions in membership and the major pro- 
fessional interests of the members. In recommend- 
ing to the Council the application of the Bronx 
Society of Neurology and Psychiatry to become 
an affiliate society, the Committee calls attention 
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to the number of affiliate societies and questions 
whether the Council would like to review its policy 
and defer action on new applications pending the 
establishment of district societies. 

Recommended the following resolution to Coun- 
cil regarding the White House Conference on 
Children and Youth: “We express our satisfac- 
tion and delight with the theme of the Conference, 
which is to consider how we can develop in chil- 
dren the mental, emotional, and spiritual qualities 
essential to individual happiness and responsible 
citizenship.” 

Recommended that the Medical Director be given 
operating authority by the Council in carrying out 
the committee program and planning project sup- 
ported by the Commonwealth Fund and that the 
Committee on Committees have the use of the 
material derived from this project for the purpose 
of preparing a report and recommendations to the 
Council. 

Voted to rescind its action taken during its meet- 
ing on October 9 that the mail pouch be restricted 
to A.P.A. communications and that this action be 
replaced by the following motion to Council: It is 
recommended that the following shall be the policy 
of the Association in regard to the use of the mail 
pouch: (1) The pouch is primarily an expedite 
and economical communications medium for the 
official use of Association officers, committees, af- 
filiate societies, and administrative staff. Corollary 
procedure: None. Official business automatically 
accepted. (2) The pouch may also be used on 
occasion by individual members to insert nonofficial 
materials. Corollary procedure: Such matters must 
have the endorsement of (a) an officer of the As- 
sociation or (b) a committee chairman. (3) The 
pouch may also be used by allied professional so- 
cieties for announcements of their activities and 
information materials. Corollary procedure: Such 
materials will be included when, in the judgment 
of the Medical Director, they are nonpolitical, non- 
controversial, nonprejudicial, and of bona fide 
interest and use to the members of the Association. 
If the Medical Director is in doubt about an item 
he will consult with a member of the Executive 
Committee before making a decision. (4) The mail 
pouch shall not be used for commercial advertis- 
ing. Exceptions to the above shall be agreements 
entered into prior to the action by the Executive 
Committee on October 9, 1949, regarding this policy. 

Recommended to Council that it endorse the idea 
of the National Mental Health Film Board and 
authorized Dr. John Lambert, Chairman of the 
Committee on Public Education, as a special con- 
sultant to the Board. Decided to recommend te 
Council that the A.P.A. establish the policy of 
holding its annual meetings in rotation in the east, 
middle west, and on the west coast following a 
procedure that has been adopted by the A.M.A. 

Voted to recommend to Council that the Section 
on Administrative Psychiatry be changed to the 
Section on Mental Hospitals. 

Council Meeting, Nov. 16, 1949.—Council ap- 
proved the foregoing actions of the Executive Com- 
mittee except as follows: “That advertising ma- 
terial may be included in the mail pouch.” 


Council took action as follows: (1) Deferred a 
decision on the application of the Oklahoma So- 
ciety of Psychiatrists and Neurologists pending the 
availability of further information. (2) Approved 
the suggestion of the Program Committee that an 
academic lecture for members be held in Detroit 
the same evening as the meetings for the public 
and that psychosurgery be the subject of the pro- 
gram. (3) Approved the recommendation of the 
Program Committee that a special ad hoc com- 
mittee be appointed to judge and grade scientific 
exhibits and suggested its members be the chair- 
men of the Committees on Research, Medical Edu- 
cation, Public Education, Therapy, Program, and 
Arrangements. (4) Approved the recommendation 
that a reception for new members be held during 
the annual meeting on Thursday afternoon. (5) Ap- 
proved the recommendation that the Devereux 
Luncheon be discontinued during the annual meet- 
ing. (6) Appointed Dr. Leo Kanner on the Edi- 
torial Board of the JourNAL to fill the vacancy 
made by the withdrawal of Dr. Alvin T. Mathers. 
(7) Voted that the Executive Committee be re- 
quested to complete arrangements for a meeting 
of the Association in 1952 on the West Coast. (8) 
Passed a resolution “That The American Psychi- 
atric Association offers its help as an organization, 
through its Committee on Child Psychiatry and its 
members individually, to support and aid the White 
House Conference on Children and Youth.” (9) 
Voted to dissolve the Section on Military Psychiatry 
at the request of the Section. (10) Confirmed the 
appointment of the members of the Committee on 
Membership. (11) Approved the report of the Bud- 
get Committee including interim appropriations of 
$33,219.25 for the offices of the Executive Assis- 
tant, the JouRNAL, and the Medical Director for 
the period April 1, 1950, to June 30, 1950, in order 
to make the budget year run regularly from July 1 
through June 30. 

Executive Committee Meeting, Jan. 8, 1950.— 
Voted to distribute copies of the minutes of its 
meetings to members of the Executive Committee 
and the Council. 

Appointed Dr. Reynold A. Jensen, Chairman of 
the Committee on Child Psychiatry, to be the 
official representative of the A.P.A. on the Steer- 
ing Committee on the White House Conference on 
Children and Youth. 

Voted that any formulation from committees, 
before being approved by Council, may only be 
distributed to the membership as a statement so- 
liciting suggestions and discussion and must clearly 
show that it does not have the approval of Council. 

Recommended that the West Coast meeting be 
held in 1953 at Los Angeles and the 1952 meeting 
in Atlantic City, in view of the fact that the Statler 
Hotel in Los Angeles will not be completed until 
1952. 

Executive Committee Meeting, Feb. 26, 1950.— 
Corrected the following statement in the minutes 
of its meeting of January 8, 1950, “It was noted 
that budget appropriations for April 1 to June 30 
have been reported to Council,” to read “The 
Treasurer has taken note that supplementary budget 
appropriations for the period April 1 to June 30, 
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1950, were made by the Council November 15, 
1949.” Revised the statement regarding sexual 
psychopaths prepared by the Committee on Legal 
Aspects of Psychiatry, which will be distributed to 
the Council by mail in order to avoid unnecessary 
delay in its publication. Referred the question of 
establishing a policy by the Association regarding 
the issuing of statements to the public to the Com- 
mittee on Committees for clarification. Reviewed 
a statement on lobotomy prepared by the Commit- 
tee on Legal Aspects of Psychiatry and referred it 
back to the Committee with the suggestion that it 
be reviewed by the Committee on Therapy and 
that it be subsequently presented to the Council. 
Agreed that each committee in its annual report 
indicate the separate items regarding which action 
is requested by Council. Recommended to Council 
that a policy be adopted from this time forward 
that membership in affiliate societies be limited to 
those who have the degree of Doctor of Medicine. 
Deferred action on the application of the Long 
Island Psychiatric Society to become an affiliate 
society pending future policy regarding the forma- 
tion of district societies. 

Recommended that Council reconsider its action 
to hold the 1952 meeting on the West Coast be- 
cause of the lack of hotel facilities at Los Angeles 
until 1953 and extra expenses to the Association 
to meet in San Francisco in 1952, and recommended 
that the 1952 meeting be held at Atlantic City, 
and that the 1953 meeting be held at Los Angeles. 
Authorized the continuation of the A.P.A. mail 
pouch with advertising. Referred the matter of 
some unpaid bills incurred by the Committee on 
Ethics to Council. Referred to the Council the 
question of a vacancy on the American Board of 
Psychiatry and Neurology occasioned by the resig- 
nation of Dr. John C. Whitehorn. Approved the 
suggestion of Dr. S. Bernard Wortis, Chairman, 
Committee on Medical Education, that the A.P.A. 
make application to the U.S.P.H.S. for a grant 
of $25,000 for the holding of a conference of psy- 
chiatry in medical education under the auspices of 
the A.P.A. and the American Association of 
Medical Colleges. Approved the suggestion from 
Dr. William C. Menninger that the A.P.A. estab- 
lish affiliation with the National Health Council 
and referred this question to the Budget Committee 
for comment regarding expenses involved. Advised 
Dr. Daniel Blain to renew the lease on his office 
for a period of 3 months in order to arrange sub- 
sequently to have the period of the lease corre- 
spond to the fiscal year of the Association. 

Executive Committee Meeting, April 28, 1950.— 
Referred the application of the Nassau Neuropsy- 
chiatric Society (revised constitution and by-laws) 
to become an affiliate society to Council without 
recommendation until after the establishment of 
a policy regarding new affiliate societies. Post- 
poned action on the application of the Oklahoma 
Society of Psychiatrists and Neurologists and 
referred it to Council for its consideration. Rec- 
ommended that Council approve the statement re- 
garding sexual psychopaths as formulated by the 


Executive Committee during its meeting on Feb- 


ruary 26, 1950. Approved the merger of the Na- 
tional Committee for Mental Hygiene, the Psy- 
chiatric Foundation, and the National Mental Health 
Foundation with the assurance that this merger 
will provide for a program in the mental hygiene 
field under medical direction and for the continued 
support of the A.P.A. project of the inspection and 


. tating of public and private mental hospitals. Rec- 


ommended to Council that the open press policy 
adopted at the Montreal meeting which included 
admission of the registered press representatives 
to the business meetings be adopted for the De- 
troit meeting. Referred the application of the 
Southeastern Society of Neurology and Psychiatry 
to Council for action pending the establishment of 
a policy regarding the applications of new societies. 
Recommended to Council that a documented letter 
be sent to the Chairman of the Electors expressing 
the interest of the A.P.A.in the election of Dorothea 
Dix to the Hall of Fame. Recommended to Coun- 
cil that authority be given to Dr. Daniel Blain to 
sign a 2- or 3-year lease for new quarters for the 
Washington office. Recommended to Council that 
it approve a supplemental lease for the New York 
office to bring the lease up to date with the budget 
year of the Association. Recommended to Coun- 
cil that the A.P.A. seek membership in the National 
Health Council and contribute $50.00 annually for 
this purpose. 

Council Meeting, April 29, 1950.—Voted 6-5 in 
favor of holding the 1952 annual meeting in San 
Francisco. Re-elected Dr. Kenneth E. Appel to 
represent The American Psychiatric Association on 
the American Board of Psychiatry and Neurology 
for a second term. Appointed Dr. Karl M. Bowman 
to fulfill the unexpired term of Dr. John C. White- 
horn on the American Board of Psychiatry and 
Neurology. Received an invitation from the Sec- 
retary of the Vienna Society for Psychiatry and 
Neurology to make a financial contribution toward 
a monument in honor of Dr. Wagner Jauregg, and 
voted that the Treasury be opened for the col- 
lection of voluntary contributions to this worthy 
project. 

Approved recommendations of the Executive 
Committee as follows: That authority be given 
to sign a 2- or 3-year lease for new quarters for 
the Washington Office of the Medical Director and 
a supplemental lease for the New York Office to 
bring it into date with the budget year. The state- 
ment on sexual psychopaths as revised by the Ex- 
ecutive Committee, provided the section on tech- 
niques be eliminated. The merger of the National 
Committee for Mental Hygiene, the Psychiatric 
Foundation, and the National Mental Health Foun- 
dation with the assurance that this merger will 
provide for a program in the mental hygiene field 
under medical direction for the continued support 
of the Association’s project of ins pection and rating 
of public and private mental hospitals. That the 
open press policy adopted at the Montreal meeting, 
which included admission of registered press rep- 
resentatives to the business meetings, be adopted 
for the Detroit Meeting. That its previous endorse- 
ment of Dorothea Dix for election to the Hall of 
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Fame be reaffirmed. That the Association seek 
membership in the National Health Council at an 
annual cost of $50.00. 

Approved the report of the Secretary with much 
appreciation. (This consisted of the recommenda- 
tions from the Executive Committee during the 
interval since the November 15, 1949, meeting of 
Council.) 

Voted to table the matter of adopting a policy 
from this time forward that membership in affiliate 
societies be limited to those who have the degree 
of Doctor of Medicine. Approved the request of 
the Mid-Continent Psychiatric Association that its 
geographical limits be extended to include the 
State of Arkansas. Provisionally accepted the 
application of the Nassau Neuropsychiatric Society, 
the Bronx Society of Neurology and Psychiatry, 
the Long Island Psychiatric Society, the Okla- 
homa Society of Psychiatrists and Neurologists, the 
Southeastern Society of Neurology and Psychiatry, 
to become affiliate societies, in view of the matters 
now before the Committee on Affiliate Societies. In- 
structed the Secretary (Bartemeier) to prepare a 
statement of policies to guide the Council or the 
Committees with respect to Council or any actions 
of the Association insofar as Council is concerned. 
Voted to authorize the President and Treasurer to 
sign an interim lease for the offices of the Executive 
Assistant for the period between May 1 to July 1, 
1950, and to sign a one-year lease at the same 
rental that is now being paid from July 1, 1950 
to July 1, 1951. Adopted the following recommenda- 
tion of the Committee on Committees : 

“It is recommended that the following  state- 
ment be adopted as a general statement of policy 
regarding all committees: 

The basic purpose of the committees of the A.P.A. 
is to promote the objectives of the Association 
which are the ultimate welfare of the public. These 
purposes are attained by the committees function- 
ing in the following manner: 

(1) By providing leadership in their field in the 
A.P.A.; 

(2) By dealing with matters especially assigned 
to them, and with questions referred to them by the 
officers or other committees of the A.P.A.; 

(3) By serving as a point of contact both within 
and without the organization for matters in their 
field ; 

(4) By serving as the official representatives 
of the A.P.A. in their field when specifically desig- 
nated to do so by competent authority.” 

Adopted the following recommendations of the 
Committee on Committees : 


Recommendation 2: “In order to fulfill their pur- 
poses and each of the objectives stated above, the 
following rules are recommended to the Council 
for their adoption for the guidance of committees : 

(a) Committees are responsible for obtaining all 
information necessary for their decisions, entering 
into communication with persons and organizations 
appropriate to the attainment of this end; 

(b) Committees may advise outside bodies con- 
cerning the policies established by the Association. 


They shall be under obligation continually to fa- 
miliarize themselves with such policies and to ob- 
tain final information concerning Council decisions 
on the matter; and 

(c) Committees may not issue press releases or 
make other public pronouncements in the name of 
the Association or in the name of their committee, 
save through the Medical Director’s Office, unless 
especially authorized by Council to do otherwise 
and then only in the name of the Association and 
not in the name of a specific committee.” 


Recommendation 3: “It is recommended that be- 
fore new standing committees are authorized it 
shall be the policy to carefully study the functions 
of existing committees with a view to determining 
if the recommended activities come within the scope 
of one of them. It is further recommended that 
no new standing committee shall be created unless 
it can be adequately justified in the light of such 
investigation and then only after its functions have 
been clearly defined.” 


Recommendation 4: “It is recommended that the 
format of committee reports be such that all 
committee recommendations needing Council ap- 
proval be set out together at the end of the report, 
and that recommended changes in program be 
underlined for the Council's ease in identifying 
them. It is further recommended that Council act 
upon the recommendations separately and before 
accepting the report. The acceptance or approval 
of a report will not mean approval of recommenda- 
tions. Council should have in mind the funds 
available to a committee before approving special 
or new projects.” 


Recommendation 5: “In order that the programs 
of committees can be spread over the largest pos- 
sible number of participants and reach the widest 
possible geographical area, it is recommended that 
the A.P.A. do all it can to encourage affiliate and 
district branch societies to set up where feasible 
committees comparable to the A.P.A. committees 
and these committees serving as working partners 
with the standing committees of the A.P.A. Much 
of the work now being done by the standing com- 
mittees can be shared with such local committees.” 

Deferred consideration of Recommendation 6 of 
the Committee on Committees until further clari- 
fication of the various issues. 

Voted 5-3 in favor of including the following in 
the same Recommendation 6: 

“In discussing their composition and number, 
which will be discussed later—that the purpose of 
a committee is not solely to accomplish a single 
narrow aim, whether it be study, research, propa- 
ganda, but also to attract talent for the education 
of as many members as possible.” 


Adopted Recommendation 7 as offered by the 
Committee on Committees after revising it to read 
as follows: 

“In view of the fact that a portion of the per- 
sonnel of a committee may change each year, 
and in order that a committee may begin func- 
tioning early in the year, it is recommended that 
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Council adopt the following policy and communi- 
cate it to committees: 

(a) All committees shall hold a meeting during 
the annual meeting. At this time the first steps 
should be taken in outlining the program for the 
year. 

(b) The next meeting of the Committee should 
be held as early in the fall as possible for the pur- 
pose of communicating with the Program Com- 
mittee.” 

Adopted the following Recommendations of the 
Committee on Committees: 


Recommendation 8: “In order that there may be 
better communication between committees and better 
coordination of their activities, it is recommended 
that Council endorse the principle of establishing 
coordinating committees. Such committees shall 
be made up of the chairmen of functionally re- 
lated committees with an ex-voting member of the 
Council as Chairman. The coordinating committees 
shall, by direction of Council, have jurisdiction 
over the committee whose chairmen form its mem- 
bership as follows: 

(a) The integration of programming and plan- 
ning of the committees ; 

(b) The preparation and presentation to Council 
of a consolidated report in summary and recom- 
mendations of the committees concerned. This re- 
port shall have the clearance of the coordinating 
committees before presentation to Council. This 
will be the only report from the committees con- 
cerned which will be heard by Council, but each 
committee shall file a full report as formerly. If 
any committee chairman wishes to protest the action 
of his coordinating committee on any matter re- 
lating to his committee, he may, with the consent 
of Council, present his protest with necessary par- 
ticulars to Council at the time it meets; 

(c) The coordinating committees shall allow 
each committee maximum initiative but at the 
same time see to it that there is a maximum of 
coordination and pooling of effort among the 
committees ; 

(d) The coordinating committees shall meet 
at each annual meeting as soon as possible after 
the names of new committee chairmen are made 
known. At this time it shall map out its plan for 
the year, being sure to leave each committee maxi- 
mum freedom and initiative. (The recommended 
groupings of committees into coordinating commit- 
tees are contained in the special recommendations ).” 


Special Recommendation 1: “Since your Com- 
mittee can find no definite statement of the status of 
the Committee on the Biographical Directory, it 
is recommended that this be clarified by establish- 
ing it as an ad hoc committee.” 

Did not accept Special Recommendation 2 of the 
Committee on Committees that the Committee on 
History of Psychiatry be dissolved and that the 
office of Historian be created. Voted to continue 
and to strengthen the Committee on the History 
of Psychiatry. 

Adopted the following Special Recommendation 3 
of the Committee on Committees : 


“It appears to your Committee that the Com- 
mittee on Settlement Laws duplicates the functions 
assigned to the Committee on Legal Aspects of 
Psychiatry. It is therefore recommended that the 
Committee on Settlement Laws be dissolved and 
that the functions now assigned to it be assigned 
to the Committee on Legal Aspects of Psychiatry.” 

Deferred action on Special Recommendation 4 of 
the Committee on Committees that the Committee 
on Public Education and the Committee on Co- 
operation with Lay Groups be merged into one 
committee under the name of the Committee on 
Public Education and Relations.” 

Deferred action on Special Recommendation 5 of 
the Committee on Committees pending considera- 
tion by the involved committees. 

With regard to Special Recommendation 6, 
voted that the Committee on Committees be di- 
rected to continue its study of the topic in this 
recommendation. 

Adopted Special Recommendation 7 of the Com- 
mitte on Committees as follows: 

“It is recommended that all of the standing com- 
mittees of the A.P.A. except the seven house- 
keeping committees which will be the subject of a 
subsequent recommendation, be grouped with com- 
mittee chairmen forming coordinating committees 
as follows: 

(a) Coordinating Committee on the Technical 
Aspects of Psychiatry: Committees on Medical 
Education, Therapy, Alcoholism, Research, Public 
Health, Rehabilitation, Child Psychiatry, History 
of Psychiatry. 

(b) Coordinating Committee on Professional 
Standards: Committees on Psychiatric Hospital 
Standards and Policies, Psychiatric Social Work, 
Psychiatric Nursing, Legal Aspects of Psychiatry, 
Clinical Psychology, Nomenclature and Statistics. 

(c) Coordinating Committee on Community As- 
pects of Psychiatry: Committees on Public Edu- 
cation and Relations (formed by merging Public 
Education and Cooperation with Lay Groups), In- 
ternational Relationships, Industrial Psychiatry, 
Veterans, Academic Education. 

Adopted Special Recommendation 8 of the Com- 
mittee on Committees as follows: 

“It is recommended that the so-called house- 
keeping committees are not to be grouped under 
coordinating committees since their functions relate 
to all committees and by their nature they must 
report directly to the Council. These committees 
are: Committee on Constitution and By-laws, Com- 
mittee on Nominations, Committee on Program, 
Committee on Resolutions, Committee on Ethics, 
Journal Editorial Board.” 

Voted that the Committee on Arrangements be 
established as an ad hoc committee without limita- 
tion of membership. 

Adopted Special Recommendation 9 of the Com- 
mittee on Committees as follows: 

“It is recommended that Council fix the size 
of all standing committees except those listed in 
Special Recommendation 10. It is further recom- 
mended that the membership of the above com- 
mittees be appointed two each year.” 


296 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


Oct. 


Adopted Special Recommendation 10 of the Com- 
mittee on Committees as follows: 

“It is recommended that the following commit- 
tees be assigned other than six members: (a) Com- 
mittee on Medical Education—g members; (b) 
Committee on Nomenclature and Statistics—11 
members this year, 7 for 1951, and 6 thereafter; 
(c) Committee on Program—g members; (d) 
Committee on Hospital Standards and Policies—o; 
(e) Committee on Resolutions—3.” 

Voted that the number of members on the Com- 
mittees on Public Education, Cooperation with Lay 
Groups, Preventive Psychiatry, and Leisure Time 
Activity remain unchanged pending further report 
of the Committee on Committees at a later date. 

Adopted Special Recommendation 11 of the Com- 
mittee on Committees as follows: 

“(a) It is recommended that the life of all 
ad hoc committees shall be the term of office of 
the President appointing the Committee; 

(b) It is recommended that an ad hoc com- 
mittee can be kept in existence only by special 
action of Council and such action can extend the 
committee’s life only one year. Further extensions 
will require additional Council action. © 

(c) It is recommended that ad hoc committees 
be listed separately in either the directory or the 
program of the annual meeting. In this way there 
is much less chance of confusing ad hoc committees 
and standing committees.” 

Adopted Special Recommendation 12 that the 
ad hoc Committee on Committees be continued for 
one more year. 

Approved the report of the Committee on Com- 
mittees as a whole with special appreciation. 

Authorized Dr. Daniel Blain, the Medical Di- 
rector, to request a renewal of the grant from the 
Commonwealth Fund for the second year for the 
Committee project. 

Approved the following resolution: 

“This Association reiterates its opposition to the 
practice of psychotherapy by other than physicians 
except under medical supervision.” 

Authorized the Medical Director to proceed im- 
mediately to Washington, D. C., to confer with 
representatives of the Civil Service Commission 
and others regarding announcement of examination 
for position of Clinical Psychologist in the Federal 
Government. 

Authorized the Committee on International Rela- 
tionships to make application for the A.P.A. to 
become a member in the U. S. National Commis- 
sion for UNESCO. 

Adopted the following job description of the 
position of Executive Assistant: 

The duties of the Executive Assistant are: (1) 
Notification and collection of dues. (2) The keep- 
ing of all records, past and present, in regard to 
the finances of membership and its respective classes. 
(3) The publication of the membership list. (4) 
Other business matters as directed by Council. (5) 
Special projects such as the Biographical Directory 
now being prepared. 

In regard to the JourNnAL, the Executive Assis- 
tant has the following duties: (1) The keeping 


of books and records relating to the JOURNAL, 
(2) The maintenance of the JouRNAL’s nonmem- 
bership subscriptions. (3) The solicitation and 
maintenance of all advertising in the JOURNAL. 
(4) Acting as investigator and advisor of financial 
policies of the JouRNAL including printing contracts. 

The Executive Assistant is responsible for fur- 
nishing information on prospective meeting places 
and after the time and place have been decided by 
Council and approved by the membership of the 
Association, he works out formal contracts with 
the hotels and other agencies involved. 

The Executive Assistant is responsible for the 
finances, the allocation of space for commercial 
and scientific exhibits, room assignments for all 
sections, registration, Council dinners, and other 
special functions and assisting the President. The 
duties of the Executive Assistant in relation to 
the Medical Director’s office which have been out- 
lined by Council involve a close working rela- 
tionship to the Medical Director, to whom he is 
responsible. 

Adopted the following job description of the 
position of Treasurer of the Association: 

The Treasurer, in accordance with the constitu- 
tion and subject to the policies, rules, and regula- 
tions established by the Council, shall be the re- 
cipient and custodian of all monies received by the 
Association from any source. The Treasurer shall 
pay or cause to be paid all accounts and bills 
against the Association authorized by the Council. 
The Treasurer, with the approval of Council, may 
delegate to a designated employee of the Associa- 
tion the responsibility to keep records and books on 
all financial transactions of the Association, such 
as vouchers, payrolls, tax reports, records, and in- 
vested funds and all other financial transactions of 
the Association and may empower him to employ 
such bookkeepers, record clerks, and auditors as 
shall be necessary and whose salaries and fees are 
included in the budget. The Treasurer shall ad- 
vise the Council, its Executive Committee, and the 
Budget Committee on all matters concerning ap- 
propriations for expenditures as may arise from 
time to time. The Treasurer, on request of the 
President, Council, Executive Committee or Budget 
Committee, shall render interim reports of the 
receipts, expenditures, capital funds and resources 
of the Association to the Council, its Executive 
Committee, or Budget Committee and on approval 
of the Executive Committee to any Fellow or 
Member in good standing making the request. 
The Treasurer shall render an annual report of 
the receipts, expenditures, capital funds, and re- 
sources of the Association to the Council and to 
the membership at the annual meeting of the 
Association. 

Authorized the President to designate a repre- 
sentative of the A.P.A. to the annual meeting of 
the Royal Medico-Psychological Association, and 
to appoint a delegate from the A.P.A. to the Ameri- 
can Association for the Advancement of Science. 

Elected Dr. Paul H. Hoch and Dr. William 
Malamud to membership on the Hofheimer Award 
Committee. 
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Council Meeting, April 30, 1950.—Voted that 
the matter of the manual of The American Psy- 
chiatric Association be returned to the Ethics Com- 
mittee with further emphasis on the part of the 
Council on the importance of setting this up in 
terms of a manual and with the recommendation 
that the work should now become a matter of a 
collaborative enterprise between the Ethics Com- 
mittee and the Office of the Medical Director. 
Authorized the Committee on Cooperation with 
Lay Groups to continue with activities as out- 
lined in the primary focus stated pending final 
disposition of the problem of merger of this Com- 
mittee with the Committee on Public Education. 

Voted that application for scientific exhibits be 
forwarded to the Executive Assistant, who will 
then review them from the standpoint of cost in the 
light of the funds that will be available for the 
annual meeting; and then they will be forwarded 
to the Program Committee with this information, 
the Program Committee to exercise the function 
of selecting exhibits for the scientific section. 

Recommended that the A.P.A., through its Com- 
mittee on Public Education, give wide distribu- 
tion to the official statement of the Council of the 
A.P.A. in regard to legislation dealing with the 
sexual psychopath. 

Voted that the A.P.A., through the Committee 
on Legal Aspects of Psychiatry, assume aggressive 
leadership for training in forensic psychiatry in 
law schools. 

Expressed itself in favor of communicating only 
those committee reports to the Editor of the 
JourNAL through the Secretary which have the 
approval of Council. 

Voted that the Press have complete freedom to 
interview readers of papers, but members shall not 
initiate such interviews. 

Approved the transmission of a letter to the 
U. S. Public Health Service for funds to conduct 
a Conference on Psychiatry in Medical Education. 

Elected Dr. John C. Whitehorn as Director 
of this Conference. 

Authorized the Committee on the History of 
Psychiatry to republish certain pages or articles of 
the centenary volume by photo offset or by resetting, 
and to publish a dictionary of medical psychology 
at no expense to the Association. 

Informed the Chairman of the Committee on 
the History of Psychiatry with regret that it can- 
not send any exhibit to the International Congress 
on Psychiatry in Paris. 

Council Meeting, May 1, 1950.—Accepted the 
report of the Committee on Leisure Time Ac- 
tivities and recommended it be considered for pub- 
lication by the Editor of the Journar. Accepted 
the Lord Baltimore Press bid for the publication of 
Volume 107 of the JourNAL. Referred the question 
of a report concerning the business administration 
of the JourNAL to the Executive Committee with 
a request that they have necessary data prepared 
before the next meeting of Council. 

Council Meeting, May 2, 1950.—Approved the 
recommendation of the Committee on International 
Relationships that 25 correspondents be added to 


the Committee. Referred to the Committee on 
Public Education the recommendation that Coun- 
cil consider the possibility of publishing a popular 
journal on psychiatry for sale to the general public. 
Discussed the International Congress on Psychiatry 
in Paris, heard a report regarding the Congress 
from Dr. Mottram Torre acting as liaison between 
the French organizing group and the A.P.A., and 
endorsed the activities of the Veterans Adminis- 
tration to comply with the request of the Interna- 
tional Congress for an exhibit concerning the his- 
tory of psychiatry. 

Approved the report of the Committee on Mem- 
bership and voted that members 3 years in arrears 
in their dues be sent a final letter advising them 
of this situation and a return receipt requested 
to make certain they will have been notified be- 
fore they are dropped from membership. Requested 
the Executive Committee to submit to Council 
at its next meeting the names of any persons whose 
dues should be remitted because of the current 
change in the constitution and placed on Inactive 
Membership. Voted that an appropriate response 
be sent to the President of the International Con- 
gress on Psychiatry expressing the pleasure of 
the Council that Dr. Mottram Torre had been 
sent to this meeting. Approved the following reso- 
lution for release, which was presented by Dr. 
David J. Flicker, Chairman, Veterans Committee: 

“Resolved, that the Council of The American 
Psychiatric Association repeat its previously ex- 
pressed grave concern over indefensible economies 
being proposed in the case of our disabled veterans. 

“All available data reveal that the budget as ap- 
proved by the House of Representatives and now 
being considered by the Senate Appropriations 
Committee, is not adequate to meet the medical 
needs of veteran patients in the coming year. 

“Tt is noted with deep satisfaction that the Bu- 
reau of the Budget has sent to Congress a rec- 
ommendation. for a deficiency appropriations of 
$2,190,000 which if approved by Congress is suff- 
cient to prevent reduction in VA medical personnel 
through June 30, 1950. 

“The actions of General Carl R. Gray, Jr.. VA 
Administrator, in courageously stopping the per- 
sonnel cut last month pending Congressional ap- 
proval of the deficiency appropriations; and the 
continued efforts of Dr. Paul B. Magnuson to give 
veterans ‘medical care second to none,’ are lauded. 

“However, the deficiency appropriations, if 
passed by Congress, will cover only the remainder 
of this fiscal year. It is of no value to prevent the 
dismissal of medical personnel now by this de- 
ficiency appropriations and then threaten these 
same people with discharge on July 1, 1950. The 
proposed budget will necessitate the wholesale 
release of medical personnel. 

“The Council of the A.P.A. again strongly 
avows that the budgetary reduction would result 
in closing of beds now currently in use. It would 
further result in reduction of out-patient services 
to veterans with war-incurred psychiatric dis- 
abilities; as well as general deterioration of treat- 
ment of veterans now hospitalized. 
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“It is urged that the Senate Appropriations Com- 
mittee restore to the Veterans Administration 
budget the funds eliminated by the Bureau of the 
Budget and the House of Representatives and 
thus enable the professional services to maintain 
a satisfactory level of proficiency.” 

Authorized the Medical Director to collect and 
prepare the material sent in to the Association by 
applicants for the A.P.A. Mental Hospital Achieve- 
ment award with a view to possible publication 
or otherwise making these facts known to the 
profession and the public. 

Council Meeting, May 3, 1950—Elected Dr. 
John C. Whitehorn, President-Elect, as Moderator. 
Provisionally accepted the Oklahoma Society of 
Neurologists and Psychiatrists as an Affliate So- 
ciety of the A.P.A. Voted that the ad hoc Com- 
mittee on Biography be continued as the Committee 
on Biographical Directory. Voted to express its 
thanks to Dr. Henry A. Davidson and the mem- 
bers of his Committee for their skill and ability 
in working through the difficult situation regarding 
the revision of the Constitution and By-Laws. 
Established the Committee on Constitution and 
By-Laws as a standing committee. Approved the 
appointment of the following Fellows on the Com- 
mittee on Membership: Dr. William H. Dunn, 
Chairman; Dr. Robert B. McGraw (1951); Dr. 
Robert O. Jones, Dr. Francis J. Gerty (1952) ; 
Dr. Riley H. Guthrie, Dr. David C. Wilson (1953). 
Elected Dr. Lauren H. Smith and Dr. D, Ewen 
Cameron to the Executive Committee. 

Referred a proposal that a permanent Section on 
Group Psychotherapy be formed within the Asso- 
ciation to the Committee on Program for their 
opinion. Authorized the Committee on International 
Relationships, over the signature of a United States 
member, to make application to the State Depart- 
ment for membership by the A.P.A. on the U. S. 
National Commission for UNESCO. Voted (one 
member opposed) that the budget should be bal- 
anced this year by maintaining the Committees at 
the same level of financial support as they enjoyed 
last year. 

Council Meeting, May 4, 1950.—Received a re- 
quest to reconsider its decision to hold the 1952 
annual meeting in San Francisco. Following some 
discussion, the Moderator ruled a motion to re- 
consider. This motion was put to a vote and car- 
ried. Council voted 7-6 in favor of delaying the 
decision to hold the 1952 meeting in San Francisco. 
Voted that the Executive Committee gather as 
much information regarding Seattle as promptly 
as possible and when this has been digested by the 
Executive Committee it be sent to the Council by 
mail, 

Voted that the matter of appointing a repre- 
sentative of the A.P.A. to the Annual Meeting of 
the Royal Medico-Psychological Association in 
Leicester, England, in July, 1950, be referred to 
the President with power to appoint a delegate 
at no expense to the Association. 

Accepted the following resolution submitted by 
the Committee on Psychiatric Nursing: “Be it 
resolved that The American Psychiatric Association 


maintain a psychiatric nursing consultation evalua- 
tion and accreditation service to those psychiatric 
facilities requesting such service, until some other 
accrediting agency demonstrates to the satisfaction 
of The American Psychiatric Association that such 
agency can competently perform such accreditation.” 
Voted that this service be transferred to the Cen- 
tral Inspection Board for the year 1951-52. 

Adopted a report of the Committee on Commit- 
tees by a vote of 7-6. 

Approved the following request to the Surgeon 
General of the U. S. Public Health Service pre- 
pared by Dr. Addison Duval, Chairman of the 
Committee on Psychiatric Hospital Standards and 
Policies : 


“DEAR SIR: 

The American Psychiatric Association, in fur- 
thering better care for mental patients, wishes 
to submit a project application for a research 
grant as provided by Public Law 380, 81st Con- 
gress. The title of the proposed project is, 
‘Research and Development of Plans Relating 
to Adequate and Appropriate Facilities for Better 
Care of Mental Patients.’ It is requested that 
the necessary project application be sent to the 
Medical Director, American Psychiatric Asso- 
ciation, 1624 Eye Street, Washington, D. C. 

Sincerely yours, 
(Signed by the President)” 


Approved the following letter addressed to the 
Chairman of the Civil Service Commission pre- 
sented by Dr. Daniel Blain: 


“Dear Mr. MITCHELL: 

A matter has come to the attention of the Coun- 
cil of The American Psychiatric Association, at 
its annual meeting in Detroit. 

We are referring to the Examining Circular 
and Specifications for Clinical Psychologists in 
Nos. EC-25 and P-182-0 which refer to the treat- 
ment of the sick in ways which we believe will 
react unfavorably to the proper care and treat- 
ment of ill people. 

We are referring to the paragraph ‘Description 
of Work’ and to the words ‘diagnosis’ and 
‘therapy’ in the standards contained in the Ex- 
amining Circular; and also to the reference of 
work of clinical psychologists in the Specifica- 
tions as exemplified by the following: ‘Super- 
vision received.—Clinical psychologists in posi- 
tions in these classes report to a higher-grade 
clinical psychologist or a representative of a re- 
lated discipline, ¢.g., psychiatry.’ 

The American Psychiatric Association at its 
annual meeting, May 1949, on recommendation 
of our Committee on Clinical Psychology, who 
had met with representatives of the American 
Psychological Association, passed the following 
resolution: ‘(1) The American Psychiatric As- 
sociation is strongly opposed to independent 
private practice of psychotherapy by the Clinical 
Psychologist; (2) the Association believes that 
psychotherapy, whenever practiced, should be 
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done in a setting where adequate psychiatric 
safeguards are provided.’ 

We believe that there is no disagreement be- 
tween us and the Psychologists—for the Com- 
mittee on Standards of the Civil Service Com- 
mission in preparing the Specifications and Stand- 
ards made a clear introductory statement on this 
issue as follows: 

‘Psychotherapy—The psychotherapeutic func- 
tion involves the treatment of psychological dis- 
orders and the promotion of mental health of the 
individual or the group by utilization of ap- 
propriate and established psychological techniques 
and principles of therapy under neuropsychiatric 
direction.’ 

‘Nature of supervisory control exercised over 
the work .... while clinical psychologists at 
the higher levels are delegated considerable re- 
sponsibility for the performance of the therapeutic 
function, it is invariably performed under, at 
least, general neuropsychiatric direction.’ 

On first and casual reading it appears that 
psychologists under certain conditions are per- 
mitted to work without psychiatric supervision 
as quote ‘Supervision received—Clinical psy- 
chologists in positions in these classes report to 
a higher-grade clinical psychologist or a repre- 
sentative of a related discipline, ¢.g., psychiatry’ ; 
but in a more careful and complete study of 
government methods and descriptions, it is found 
that the patient is adequately safeguarded by 
specific requirements for a P-6 grade and the 
opening phrases already quoted. Although it 
is felt that the complexity of the statement may 
be the cause of some misunderstanding, we feel 
that this is a well thought out document and 
could not be improved. We congratulate the 
Standards Committee of the Civil Service Com- 
mission on an excellent and painstaking job on 
the Specifications and Standards. 

We are aware of the fact that the Civil Ser- 
vice Commission actually has no authority to 
direct any agency in the carrying out of its 
duties, and that. these specifications are guides 
to indicate the financial remuneration of anyone 
who is carrying out the functions described and 
has the qualifications listed for the identified 
grades. We understand that any agency may 
allow an individual to perform any act to ac- 
complish its purpose and the Commission only 
steps in when the grade is determined. 

In the Announcement leaflet No. EC-25 there 
is no reference to the carefully inserted safe- 
guards contained in the Specifications. Obviously 
this is not due to objection by the Standards 
Committee, which so carefully included these 
safeguards in the specifications. At first glance 
this appears to be out of line with accepted pro- 
cedures in medical work, clear only to those 
who know that the Announcement itself carries 
no authority and is in line with most of the 
hundreds of announcements sent out by the Com- 
mission. One exception to this is the Announce- 


ment of the Veterans Administration Examina- 
tion for Clinical Psychologists, outlined at the 
expressed wish of the one agency included, the 
VA. In the ‘Description of Work’ in Announce- 
ment No. 33, and also in the proposed revision 
of this Announcement it says in part—‘Clinical 
Psychologist— . . . . carrying out psychothera- 
peutic treatment as directed by psychiatrists.’ 
Another exception is the Announcement related 
to Social Workers. 

Technically and to those few people who are 
well informed on Civil Service Commission pro- 
cedure there can be no objection to the Announce- 
ment, but the fact remains that most people are 
not well informed and receive an opposite im- 
pression. 

We believe that the mention of these activities, 
with no suggestion of supervision by medical 
personnel, will be interpreted as implying that 
such supervision is not needed. 

It is the danger of misinterpretation, of incor- 
rect inference, of improper use of such a state- 
ment out of context by those not familiar with 
government procedure that we believe may lead 
to serious consequences, the assumption of re- 
sponsibility for sick persons without medical 
authority. 

Citizens generally believe in the great prestige 
and power of the Civil Service Commission. 
Documents issued by the Commission exercise 
far reaching influence. This is attested by the 
fact that such strenuous efforts for nearly two 
years have gone into the production of the Speci- 
fications and Standards. 

This document affects Federal institutions and 
programs, and particularly the extension of the 
National Mental Health Act which operates in 
and exerts great influence in all the states and 
territories. 

Supervision, in line with quotations from the 
Specifications, should be clearly stated not only 
in regard to application of treatment methods 
(psychotherapy) but also where other functions 
are executed in relation to patients needing medi- 
cal care. 

Our suggestion is that the parenthetical phrase 
‘under psychiatric supervision where diagnostic 
and therapeutic responsibility are involved’ should 
be inserted after the words ‘A clinical psycholo- 
gist performs some or all of the following kinds 
of duties :’ (which is the opening paragraph under 
‘Description of Work’ of Examining Circular 
EC-25). 

This is in line with personnel requirements 
and procedure engaged in by the Veterans Ad- 
ministration referred to above. 

It is our impression that the agencies involved 
would find no embarrassment at the inclusion of 
this phrase as they are not now employing any 
clinical psychologists in clinical situations without 
psychiatric supervision. 

We would like the Commission to consider 
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this change and to inform us as to what obstacles 
stand in the way of acceding to this suggestion. 
We are writing to all of the agencies involved 
to ask if they are not already acting within the 
limitations and whether they would not approve 
of the change in the Announcement which we 
have suggested. 

Although it is not directly related to the main 
subject of this communication we would like to 
express strongly our hope that the highest pos- 
sible standards may be provided for clinical psy- 
chologists. We would deplore the striking out 
of the Ph. D. degree as part of the requirements 
for the higher grades. We believe standards 


will be made more certain by both the Ph. D. 
degree and medical supervision. 
Sincerely yours, 
(s.) Grorce S. Sevenson, M.D., 
President.” 


Approved the budget presented by the Budget 
Committee and appropriated the expenditures ac- 
cording to this budget. 

Appropriated the expenses incurred by Dr. 
Reynold Jensen in his representation of the A.P.A 
at the White House Conference on Children and 
Youth from the budget allocated for the use of 
the Council. 


REPORT OF TREASURER FOR THE PERIOD 4/1/49-3/31/50 


During the last 3 years the Treasurer and the 
Budget Committee have given due consideration to 
the need for some orderly plan in budgeting the 
Association’s expenditures, and for exercising con- 
trol over expenditures in order that these may be 
kept within the limitations of the budget as set by 
Council action. 

The budget committee has been operating for 3 
years now, and during the fiscal year 1949-1950 a 
voucher system has been set up that enables the 
Treasurer to check vouchers against budgetary 
allotments before giving his approval for payment. 
At the conclusion of each fiscal year, i.e., shortly 
after the 31st day of March, the Association retains 
a professional accountant to go over the books, 
examine all records of receipts and expenditures 
and check into its bank accounts and securities in 
order that its officers and members may have an 
exact and detailed report of all financial transac- 
tions and a precise statement as to its current finan- 
cial resources. 

It is my intent, in this report, to give you a 
simplified but accurate interpretation of the pro- 
fessional accountant’s report for the period April 1, 
1949 to March 31, 1950. 

The funds that are paid into the Treasury may be 
classified into two main categories; those that may 
be used for budgeted general operating expenses of 
the Association, and those that are earmarked for 
special and specific purposes. 

During the fiscal year 1949-1950 receipts that 
could properly be allocated to meet the general 
operating expenses of the Association came from 
the following sources and in the amounts set down 
opposite each source: 


1. From membership fees........... $104,000.00 
2. From Medical Director’s Office 
(hospital institute, Mail Pouch, 
publications, stipends, and 
3. From subscriptions to and adver- 
tising in the JoURNAL........... 32,500.00 
4. From pre-publication orders for the 
Biographical Directory ........ 6,200.00 
5. From the 1949 Annual Meeting.... 21,500.00 
6. From miscellaneous sources....... 4,700.00 


During the 1949-1950 fiscal year the Treasurer 
paid out the following sums from the general op- 
erating account against vouchers chargeable to the 
operation of the Association: 


1. For Council and Committee activi- 
ties (Includes mandatory item of 
$5,000 to match a grant from the 
Rockefeller Foundation of a like 
amount for the Committee on 
Psychiatric Nursing) .......... $ 20,600.00 


2. For Medical Director’s Office..... 50,300.00 
3. For Executive Assistant’s Office. . 33,100.00 
4. For editing, printing, and distribut- 
ing the JouRNAL (includes $12,- 
ooo for unpaid bills from the 
fiscal year 1948-1949).......... 63,600.00 
5. For editing and preparing Bio- 
graphical Directory 8,400.00 
6 For the 1949 Annual Meeting..... 23,006.00 


With the receipts at $180,000.00 and expenditures 
at $199,000.00, the excess of expenditures over re- 
ceipts for the period April 1, 1949 to March 31, 
1950 came to $19,000.00. However, the actual deficit 
in operating the Association for the 1949-1950 year 
was not $19,000.00, but $7,000.00 since a debt of 
$12,000.00 for publishing the JourNAL in years 
prior to 1949-1950 had to be paid during the past 
year. 

The financial picture of some of the Association’s 
activities may be discussed in further detail. 

1. The Medical Director’s Office spent $50,300.00 
and took in $11,100.00, making the net cost to the 
Association $39,200.00. Although the net cost of 
$30,200.00 represents an increase of $4,000.00 over 
what it cost in 1948-1940, it is to be noted that for 
3 months of the 1948-1949 year the Medical Di- 
rector’s Office was not in full operation. 

2. The preparation of the Biographical Directory 
cost $8,400.00 during the past fiscal year, but up 
until March 31 of this year $6,200.00 worth of pre- 
publication orders had been received and they are 
continuing to come in. 

3. Although $63,600 was paid to print and dis- 
tribute the JourNAL, this does not represent the 
actual cost of publishing the JournAL throughout 
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the past fiscal year. To arrive at the true cost, we 
must subtract the previous years’ $12,000.00 debt ab- 
sorbed by this year’s budget. The actual cost, there- 
fore, for publishing the JourRNAL during the 1940- 
1950 year was $51,600.00. From subscriptions and 
advertising the JouRNAL took in, during the year, 
$32,500.00. The excess of cost over receipts was 
just a little over $19,000.00, or a per capita cost per 
member of about $3.66. 

At the beginning of this report I indicated that 
the Association receives funds that are earmarked 
for special and specific purposes. The Treasurer, 
by and with consent of Council, administers the 
expenditure of these special funds or grants. Dur- 
ing the period April 1, 1949, to March 31, 1950, 
accounts for 2 grants have continued from the pre- 
vious year and accounts for 2 more grants were 
set up. 

1. The Rockefeller Foundation granted the Asso- 
ciation $5,000.00 during the fiscal year for the ac- 
tivities of the Committee on Psychiatric Nursing. 
As per agreement, this sum of $5,000.00 was 
matched by a like amount appropriated by the 
Association for the Nursing Committee’s functions. 
Nearly $8,000.00 has been expended during the 
fiscal year. 

2. The Psychiatric Foundation granted the Asso- 
ciation $37,351.00 during the year for the support 
of the Central Inspection Board; $27,351.00 has 
been expended. 


3. The Commonwealth Fund granted the Asso- 
ciation $10,000.00 for a study of committee func- 
tions; the entire amount has been encumbered and 
$2,100.00 expended as of March 31. 

4. The Commonwealth Fund granted the Asso- 
ciation $44,500.00 over a period of 26 months to 
assist in establishing a mental hospital service op- 
erated by the Medical Director’s Office; $14,485.00 
has been received this year and expenditures to 
March 31 against this fund amounted to $6,700.00. 

I will conclude this report with a brief summary 
of the Association’s financial resources. 

As of March 31, 1949, the financial resources of 
the A.P.A. amounted to $65,000.00 of which $15,- 
000.00 was represented by U. S. government bonds 
and $3,000.00 by Canadian government bonds, leav- 
ing $47,000 in ready cash deposited in checking 
and saving accounts. As of March 31, 1950, the 
financial resources of the Association amount to 
$46,000.00. The amount invested in U. S.-Canadian 
government bonds remains the same, $18,000.00, 
and $28,000.00 is on deposit in checking and sav- 
ings accounts. 

The Association has on hand as of March 31, 
1950, credited to certain special accounts, funds 
amounting to $53,655.51 which cannot be used for 
general operating expenses and which must be ex- 
pended for the purposes for which they are ear- 
marked. 

Howarp W. Porter, M. D. 


REPORT OF THE BUDGET COMMITTEE 


The Committee on Budget is pleased to submit 
herewith a balanced budget estimate for The Ameri- 
can Psychiatric Association for the year July 1, 
1950 to June 30, 1951. 

All anticipated income including funds received 
from grants and gifts is included in these esti- 
mates as are also all items of expenditure except 
the Hofheimer Award. This was not estimated 
since this prize is awarded only on recommendation 
of a prize board and on direct authorization of 
Council. 

An estimate has been made of receipts and ex- 
penditures for the 1951 Annual Meeting. This is 
the first year that your Committee has included this 
item in the Budget and the estimate is admittedly 
rough. It is anticipated that a much more accurate 
estimate can be given after 2 or 3 years’ experience. 

Attention is also invited to the fact that certain 
salaries are included in the Commonwealth Fund 
Grants. In the next Budget year this grant will 
amount to $10,000.00 as compared to $20,000.00 in 
this Budget year. The Council should give some 
thought to the disposition of the Mental Hospital 
Service at the end of this Budget Year. 

Attention is also invited to the fact that the 
Rockefeller Foundation Grant for the Committee 
on Psychiatric Nursing will expire June 30, 1951, 
and it is the understanding of your Committee that 
the Association may be obligated under the terms 
of the Grant to assume for one year the full $10,- 
000.00 that is the cost of this project. 

In the next year’s budget it will be necessary to 


appropriate $14,500.00 now covered by grants or 
to discontinue these activities. 

The financial picture will be somewhat relieved 
if the President will exercise restraint in appoint- 
ing new or additional committee members. It is 
recommended that any excess of anticipated receipts 
over anticipated disbursements be held in reserve 
to cover any errors in estimation of anticipated 
income. 

It is recommended that Council take action simi- 
lar to that taken last year in restricting the Execu- 
tive Committee expending authority to those funds 
appropriated to it in this year’s budget. 

Attention is invited to the budget estimate for 
committee expenses, which contains an item en- 
titled “Contingency for Committee Expenses.” This 
item was included in order that the financial em- 
barrassment of certain committees could be relieved. 
It is thought that this action is justifiable inasmuch 
as the change in the Budget year has made it nec- 
essary for committees to husband their appropriated 
money this year and expended over 15 months 
rather than 12. In some cases the planning of the 
committees could not be altered sufficiently to make 
this possible. These authorized deficits would be 
paid from this contingency. It is therefore recom- 
mended that the contingency item be adopted with 
instructions to the Treasurer from the Council that 
he is authorized to expend from this fund to meet 
authorized deficits in committee budgets incurred 
during the year 1949-50, and that the balance of 
these funds are available for expenditure by the 
Executive Committee at their discretion. 
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ANTICIPATED INCOME 
$258,050.00 
APPROPRIATIONS FOR EXPENDITURES 
47,402.00 
22,000.00 
on income from Annual Meeting Account, Psychiatric Foundation Grant, and Commonwealth Fund 
rants. 


ANTICIPATED INCOME 
General Account 


Sale of Membership & Fellowship Certificates.................... 1,600.00 
11,000.00 
Rental of Space, N. Y. Office: 

2,000.00 

Interest on Bonds and Savings Accounts...............0..000000. 800.00 
Grants : 

Psychiatric Foundation (Central Inspection Board)............. 27,000.00 

Rockefeller Foundation (Nursing Committee).................. 2,500.00 

Commonwealth Fund (Mental Hospital Service)............... 22,000.00 

Commonwealth Fund (Committee Project)................0005. 1,000.00 


Medical Director’s Office 
Enrollments and Sale of Proceedings, Mental Hospital 


750.00 
1,500.00 
Subscriptions, Hospital Service Bulletin.....................0... 100.00 

American Journal of Psychiatry 
Transfer from Membership Account @ $3.00 per member f........ 18,000.00 


+ Transfer from General Account, and not included in the Income Total under this item. 


$207,050.00 


16,400.00 


34,600.00 


$258,050.00 
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APPROPRIATION FOR EXPENDITURES 


I. Mepicat Drirecror’s OFFICE 
A. Salaries: 


Assistant to Information 3,000.00 
Extra Help, Overtime, and Assistance to A.P.A. 
B. Services: 
Newsletter and Mail Pouch. $5,500.00 
Mental Hospital Institute $2. 10,500.00 
Regional Research Conferences .............0ssecseeeees 2,000.00 
C. Office Expenses : 
D. Grants: 
Commonwealth Fund, Mental Hospital Service (includes 
Information Chief, supplemental | ........... $1,500.00 
Assistant to Information Chief, 
$10,000.00 


Commonwealth Fund, Committee Project (reappropriation 
of surplus 1949-50) (includes supplemental salary of B. 


t Total Salary, Information Chief $6,300.00. 
§ Total Salary, Assistant to Chief $3,400.00. 


$30,500.00 


19,500.00 


6,950.00 


23,000.00 
$79,950.00 
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II. Executive AssIsTANT’s OFFICE 
A. Salaries: 
$10,000.00 
$22,748.00 
B. Office Expenses: 
8,764.00 
C. Publications 
Supplement to Membership 1,500.00 
14,350.00 
D. Miscellaneous Items 
1,600.00 
Total, Executive Assistant’s Office............... $47,462.00 
III. AMERICAN JOURNAL OF PsyYCHIATRY 
A. Printing and Distribution—12 issues...................000. $36,000.00 
C. Salaries: 
6,200.00 
D. Office Expense: 
3,020.00 
Total, American Journal of Psychiatry........... $48,720.00 
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1. Executive Committee and Council.... $9,000.00 $8,372.07 $9,250.00 
AcaGemic E@acation 350.00 337-95 350.00 
8. Clinical Psychology ................ 200.00 170.65 200.00 
9. Cooperation Lay Grps. (Now Public 
Education and Relations, No. 27A). 750.00 
11. History of Paychiatry 300.00 61.35 0. || 
12. Industrial Psychiatry .........00. 400.00 263.40 300.00 
13. International Relations ............. 400.00 288.66 300.00 
14. Legal Aspects of Psychiatry........ 400.00 391.53 400.00 
16. Medical Education ........ccscccees 1,500.00 63.54 1,000.00 
17. Medical Rehabilitation ............. 300.00 178.44 200.00 
rer 500.00 257.07 350.00 
20. Nomenclature and Statistics ........ 1,000.00 343.27 900.00 
22. Preventive Psychiatry .............. 200.00 38.27 100.00 
24. Standards and Policies ............. 1,200.00 696.55 800.00 
27. Public Education (Now Public Edu- 
cation and Relations)............. 1,000.00 a 
27A.Public Education and Relations...... 1,550.00 
ch 500.00 110.82 250.00 
Contingency for Committee Expenses 
1,750.00 
Total Committee Expenses ... $32,650.00 
V. ANNUAL MEETING, 22,000.00 
VI. CentTrat Inspection Boarp, TOTAL........ 27,000.00 


Rosert H. Ferrx,M. D., Chairman. 


 7his account has $1,239.75 in restricted funds. 
Includes Rockefeller Grant. 


) 
0 
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CORRESPONDENCE 


WHO GOES TO A 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 

Sir: A recent article in this JoURNAL * at- 
tempts to answer questions concerning the 
traits of people visiting psychiatrists based 
upon a group of 100 unselected, consecutive 
patients who came to the office of 3 psychia- 
trists in private practice. The writers con- 
clude that “into the office of the private prac- 
ticing psychiatrist come people from all 
walks and situations of life. They are in 
practically all respects average American 
citizens, undistinguishable from any others.” 
Based upon an evaluation of the attributes 
of the patient-group compared to the full 
American population, certain inequalities and 
divergences neglected by the authors of the 
aforementioned article become evident. Lim- 
ited space does not permit the reproduction 
of the patient data compared to the over-all 
population on the bases of income, occupa- 
tion, sex, religion, age, marital status, and 
size of family.?, Nor does space allow an ex- 
tensive discussion of the crude sampling pro- 
cedure employed by the psychiatrists. How- 
ever, on the assumption that the sample of 
patients was drawn in a truly random, un- 
biased, and representative fashion, the ten- 
tative conclusions relating to the characteris- 
tics of psychiatric patients compared to the 
full population are as follows: 

1. The presence of professionals in large 
numbers among the patients is a tentative in- 
dication of a positive relation of educational 
and financial attainment with acceptance 
of psychiatric treatment. Clerical, skilled, 
and, surprisingly, unskilled labor are being 
treated also, in excessively large numbers. 
Salesmen, businessmen, and students are un- 
der-represented in therapy. The fact that the 
unemployed, composed of many occupations, 
are heavily represented at the offices of psy- 
chiatrists suggests that economic and social 


1Rickles, N. K., Klein, J. J., and Bassan, M. E. 
Who Goes To A Psychiatrist? Am. J. Psychiat., 
106: 845, May, 1950. 

2For data relating to the characteristics of the 
full United States population, see the Population 
Reports, Population Characteristics, and Labor 
Force Bulletins, of the Bureau of the Census. 
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PSYCHIATRIST? 


events influence the composition of psychia- 
tric patients. 

2. Men, in larger numbers than women, 
appear to seek out psychiatric aid. This ap- 
pears to be a preliminary refutation of the 
notion that the proportion is the opposite. 
Housewives, interestingly enough, do not ap- 
pear to have a greater disposition for therapy 
than nonhousewives. 

3. The disproportionate number of Catho- 
lics and Jews undergoing psychotherapy im- 
plies the need for further empirical research 
to determine the factors that account for 
their presence as patients out of proportion 
to their weight in the society. A few tenta- 
tive explanations include the areas from 
which religious patients are drawn, their oc- 
cupational and financial composition, and the 
impact of their religions upon their judg- 
ments in undertaking psychotherapy. 

4. People between the ages of 20-50 ap- 
pear to have the strongest inclinations for 
consulting psychiatrists. People below the 
age of 20 are significantly absent from the 
offices of practitioners. In regards the older 
age group, people are represented in treat- 
ment in amounts approximately akin to their 
importance in the population. 

5. The number of single people visiting 
psychiatrists is about half again as great as 
the number of married people, despite the 
fact that about 7 of 10 people in the adult 
population are married. Divorced individ- 
uals exhibit an exceptionally high propen- 
sity in seeking psychiatric care. 

In the light of a quantitative evaluation of 
the sample with the full population, the con- 
clusions drawn by the authors-psychiatrists 
involve extensions, inferences, and _state- 
ments concerning the typicality of psychi- 
atric patients that are not justified by their 
own observations. Moreover, the conclu- 
sions of the authors concerning the need for 
clinics, preventive psychiatry, public educa- 
tion, and adequate public and private facili- 
ties for acute psychotics are not vitiated by 
nor necessarily related, in any causal manner, 
to the data they have presented. 

The key and basic questions posed by the 
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authors have not been fully or adequately re- 
plied to. Who goes to a psychiatrist? How 
do these people compare with or differ from 
people in the population, generally? Cer- 
tainly we cannot yet conclude, owing to the 
variable composition, structure, and char- 
acteristics of the patients visiting these 3 
psychiatrists, that they “represent a veritable 
cross-section of American life, with no spe- 
cial peculiarities or external traits to distin- 


guish them from the man in the street.” 
They are distinguishable and different. One 
simple explanation, without pursuing it, em- 
phasizes their particularistic natures. Their 
very acceptance of psychotherapy, in the 
presence of social taboos and criticisms, im- 
mediately differentiates them. 
WitiiaM I. GREENWALD, Pu. D., 
Department of Economics, 
City College of New York. 


REPLY TO THE FOREGOING 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: I welcome the criticisms of Dr. 
Greenwald concerning my article, “Who 
Goes to a Psychiatrist?” In writing the ar- 
ticle I was definitely aware of the small num- 
ber of cases and the limitations based on any 
statistical evaluation but felt that it was a 
necessary initial step to stimulate further 
similar studies toward clarifying the position 
and picture of the psychiatric patient. 

After practicing medicine for 23 years, 10 
in general practice and 13 in my specialty of 
psychiatry, I was aware that there was little 
difference externally between patients. Old 
established prejudices, however, still existed 
in many professional circles and it was my 
hope that, by presenting the actual facts, 
these cobwebs of the past would disappear 
and the psychiatric patient would be accepted 
in the same role as a cardiac, gynecological, 
or genito-urinary patient. 

There are certain factors that Dr. Green- 
wald, in his zeal for statistical evaluation, has 
overlooked that necessarily make most of his 
criticisms invalid. First, this was not a sam- 
pling of the average population (viz. a gov- 
ernment housing project or a census), but 
an evaluation of 100 individuals who sought 
private medical care for their presenting 
symptoms. Probably from an economist’s 
viewpoint our method appeared “crude” ; 
however, from a clinical viewpoint it was 
merely following out the procedure of his- 
tory-taking that had become a part of us 
from our sophomore year in medical school 
and is as thorough and scientific an approach 
to the patient as we know. The purpose of 
our report was to present these findings to 
medical men and our conclusions stressed 
the fact that externally these patients were 
no different than those who would seek 


private medical care from doctors in different 
specialties. At no time was it our impression 
that the dynamics of their sicknesses were 
necessarily the same. We were aware of this 
and emphasized that further studies would 
be necessary to enlarge on such factors as 
the developmental periods, religious influ- 
ences, economic and social stresses. 

Dr. Greenwald’s statements as to dispro- 
portions between our findings and the gen- 
eral population are inaccurate as he states, 
“The number of single people visiting psy- 
chiatrists are half again as great as the num- 
ber of married people,” whereas actually our 
figures reveal that only 36% were single, 
which is in agreement with the general popu- 
lation. 

The reasons for the small number of stu- 
dents were explained in the article with the 
additional fact that the public schools and 
universities maintain active guidance clinics 
for their care. 

The unfortunate part of Dr. Greenwald’s 
criticisms is his own conclusion in which he 
states, “They are distinguishable and differ- 
ent. One simple explanation, without pur- 
suing it, emphasizes their particularistic 
natures. Their very acceptance of psycho- 
therapy, in the presence of social taboos and 
criticisms, immediately differentiates them.” 
This, from a statistician, is a conclusion 
without facts and it may be considered his 
own reaction to psychiatry and his own in- 
ability to accept the answer that, as a whole, 
the patient seeking private psychiatric help 
should be accepted the same way as the pa- 
tient seeking aid from any other recognized 
branch of medicine. 

N. K. Ricxtes, M. D., 
Beverly Hills, Calif. 


COMMENT 


C. CHARLES BURLINGAME 


Apparently in his usual excellent health 
Dr. Burlingame flew to England early in July 
on invitation of the Royal Medico-Psycho- 
logical Association to attend the annual meet- 
ing of that body, and as the appointed 
representative of The American Psychiatric 
Association. Soon after his arrival he was 
stricken by a heart attack and died July 22. 

A bare statement of the varied responsi- 
bilities Dr. Burlingame continuously carried 
and of the organizations, committees, and 
agencies in which he was active would in- 
dicate that he was in a very real sense a 
casualty of a volume and burden of work 
such as only a man of tremendous urge and 
energy could carry ; and even for his strength 
it proved too much. 

The Hartford Retreat and Neuropsychiat- 
ric Institute, of which he became the head 
in 1931, is, in its present greatly expanded 
scope as the Institute of Living, his own 
handiwork. Here no psychiatric facility that 
held promise was overlooked, and new ser- 
vices were constantly being added to keep 
pace with the advancing science. 

Since a monument must stand in one place 
and show one form it is fair to say that the 
Institute of Living is Dr. Burlingame’s 
monument. But it is both a monument to his 
industry and a living expression of the 
catholic interests and tireless initiative of 
the man; and it is more than a little signifi- 
cant of his vision that as an introduction to 
his annual reports year after year, as well 
as to the monthly Digest of Neurology and 
Psychiatry which he edited, he used these 
words: “We wish the Institute of Living 
of the future to become... .” followed 
by a list of goals of an ideal institution. In 
such manner he looked ahead in an address 
in 1933; and while in the years that followed 
these goals had been largely achieved and 
others too, future objectives for scientific 


progress and widening public service were 
constantly in view and would always be. 

Dr. Burlingame’s professional week was 
divided between his three offices at Hartford, 
New York, and Boston. But he was also a 
world traveler, and on his journeying to 
places near and far he carried the message 
of American medicine and psychiatry and 
was a useful ambassador of international 
scientific goodwill. In this capacity he served 
as chairman of the Advisory Board in Amer- 
ica of the American Hospital of Paris, as 
a promoter of the 1950 International Con- 
gress of Psychiatry in Paris, as advisor of 
the Indian Psychotherapeutical Society, as 
permanent chairman of the Salmon Me- 
morial Lectureship Committee, bringing to 
America eminent speakers from lands be- 
yond the seas. 

With all his manifold duties and respon- 
sibilities that seemed to leave no intervals of 
leisure Dr. Burlingame’s aplomb remained 
undisturbed, he never seemed hurried, and 
one could always count upon his time and 
friendly interest and help for any important 
issue or worthy cause. 

He was one of the most valuable members 
of The American Psychiatric Association, 
had served it well in various official capacities 
and also in material ways not commonly 
known. 

As a member of the Editorial Board of 
the JourNAL he collaborated splendidly and 
never failed to give, and to give promptly, 
whatever help was requested. His world- 
wide connections, his broad vision and fore- 
sight, his resourcefulness, balanced judgment 
and administrative acumen, and above all his 
intense interest and purpose to promote 
whatever is best that psychiatry can offer 
made it a pleasure and a profitable experience 
to be associated with him, and his personal 
qualities made him cherished as a friend. 

C. B. F. 


MENTAL HEALTH IN THE FORTY-EIGHT STATES 


At the annual Governors’ Conference in 
1949 great interest was displayed in the 
problems relating to the care of the mentally 
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ill, problems which had, through newspaper 
publicity, been brought forcibly to the atten- 
tion of the public and of their elected repre- 
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sentatives. Accordingly, the Council of State 
Governments was directed to make a “com- 
prehensive, factual study of the activities 
and facilities of the several states in this 
field.” The results of that study, undertaken 
with the aid of a technical committee made 
up predominantly of psychiatrists familiar 
with the field, together with state administra- 
tors (Sanford Bates of New Jersey and Fred 
K. Hoehler of Illinois), a psychiatric nurse, 
and a psychiatric social worker, have just 
been published by the Council of State Gov- 
ernments, Chicago, in the volume, “The 
Mental Health Program of the Forty-Eight 
States: A Report to the Governors’ Con- 
ference.” 

Here will be found statistical and other 
factual data regarding the state mental health 
programs as existing in 1949—the latest data 
on this subject available anywhere. For ex- 
ample, there are 34 tables on appropriations 
and expenditures, personnel, salaries, dis- 
tribution of patients, and therapies employed. 

Of the volume, 227 pages are devoted to 
text: history and background, scope of the 
problem, legal aspects, state organization and 
administration, finance, plant and equipment, 
personnel, care and treatment, and related 
activities. 

The summary and recommendations, con- 
densed into 40 paragraphs, follow the prin- 
ciples laid down by The American Psychiat- 
ric Association, some of them since the 


“Propositions” of the Original Thirteen— 
adequate space, modern facilities, preventive 
programs, simplified admission procedures, 
supervision of public and private mental hos- 
pitals by a competent central state organiza- 
tion, the administration of mental health and 
hospital programs by an integrated state 
agency, state care (as opposed to county and 
city hospitals) and financial responsibility, 
adequate personnel appointed on a merit 
basis, training programs for all grades of 
medical and ward personnel, adequate thera- 
peutic programs, strict control of seclusion, 
closer relations with general hospitals and 
medical schools and with the community in 
general, and more attention to research. 
The Governors asked for recommenda- 
tions and now they have them, amply re- 
enforced by a mass of factual data; the 
report should be a powerful urge to legisla- 
tors to remedy their long neglect of the 
mentally ill. State psychiatric and mental 
hygiene societies and the various national 
organizations have here an authoritative and 
factual weapon to wield in mobilizing public 
opinion and making certain that this report, 
for one, shall not merely gather dust in the 
files of the several states. The report marks, 
potentially at least, a turning point in the 
long struggle for decent care for the mentally 
ill, and for the adoption of a progressive 
program of prevention and research. 
WINFRED OverHOLSER, M. D. 


RIGHTS AND DUTIES 


The free nations of the world were en- 
gaged for nearly three years upon the draft- 
ing of a Universal Declaration of Human 
Rights. This declaration has been proclaimed 
by the United Nations. 

Of the 30 articles explicitly setting forth 
a wide range of human “rights and free- 
doms,” only one, the 29th, contains a bare 
reference to “duties,” almost as an after- 
thought, and then apparently only in the 
sense of the duty to obey the law, and without 
the slightest hint as to what any other duties 
might be. 

If it be accepted that an index of the 
wholesome maturation of human personality 
is a sense of balance between rights and du- 
ties, this egregious imbalance is disquieting— 


even allowing for the fact that this document 
is specifically a catalogue of rights and pri- 
marily of nothing else. Even in a declara- 
tion of rights, if duties are mentioned at all, 
are they deserving of no more attention than 
that ; or, may one ask, should such a universal 
declaration restrict itself so exclusively to 
specifying rights with no reference to cor- 
responding duties? 

It may be noted that a resolution has been 
submitted in the United Nations calling for 
an international conference to draft an inter- 
national code of ethics. Should this eventu- 
ate it might be hoped that rights would be 
balanced by duties. Assuredly the latter are 
of equal importance. 


NEWS AND NOTES 


Dr. JoserpH CoLLins.—With the death of 
Dr. Collins June 11, 1950, at the age of 84 
there passed one of the most eminent and 
colorful figures in American neurology and 
psychiatry. From 1897 to 1909 Dr. Collins 
was professor of neurology at the New York 
Post-Graduate Medical School. He was the 
last surviving founder of the Neurological 
Institute of New York at the Columbia 
Presbyterian Medical Center. During World 
War I he was medical director in the Ameri- 
can Red Cross in Italy and held the rank of 
major in the medical corps. 

Dr. Collins had a wide reading public both 
within and without the medical profession, 
and such books as “The Doctor Looks at 
Love and Life” (1926), “The Doctor Looks 
at Literature” (1923), “The Doctor Looks 
at Biography” (1925), “The Doctor Looks 
at Doctors” (1927), “The Doctor Looks at 
Marriage and Medicine” (1928), and “The 
Doctor Looks at Life and Death” (1931) 
enjoyed considerable popularity. 

He directed that his residuary estate, es- 
timated at one million dollars, be used to 
establish the Joseph Collins Foundation to 
enable “serious and cultured young men and 
women who are ambitious and determined 
and who are without sufficient means to 
study medicine.” He suggested annual 
awards of $1,500 to young men and women 
attending the medical schools of Columbia, 
Cornell, Harvard, and John Hopkins Uni- 
versities and the University of Virginia who 
have shown interest in and acquaintance with 
the arts and letters. 


PATIENTS IN STATE MENTAL HospIiTALs, 
1948.—A United States Public Health Ser- 
vice report on mental health statistics issued 
by the National Institute of Mental Health 
indicating the average daily number of pa- 
tients in state hospitals in the various states 
shows that the ratio of inpatients per 100,000 
population in the year 1948 varied from 4 
and over in 8 states (New Hampshire, 
Massachusetts, Rhode Island, Connecticut, 
New York, Delaware, Illinois, Colorado) to 
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less than 2 per 100,000 population in 3 states 
(Wisconsin, New Mexico, Utah). 

These figures do not, of course, indicate 
corresponding variations in the incidence of 
mental illness in the various parts of the 
country. The report concludes that the dif- 
ferences mentioned “are fairly good indices 
of variation in the extent to which facilities 
for the care of the mentally ill were avail- 
able.” 

Overcrowding continues to be a serious 
problem. The excess of population over 
capacity is highest (over 40%) in Illinois, 
Georgia, Louisiana, Arizona and lowest 
(under 5%) in Indiana, Minnesota, North 
Dakota, Nebraska, Kansas, South Carolina, 
Alabama, Texas, and Idaho. Six states, 
South Dakota, Delaware, North Carolina, 
Florida, Montana, and Wyoming, report 
average daily population less than rated ca- 
pacity. The average overcrowding in state 
hospitals in the United States was 18.2% 
in 1948 as compared with 16.7% in 1947. 

On the basis of the 1941 standards ap- 
proved by The American Psychiatric Asso- 
ciation the number of full-time physicians in 
the state hospitals was slightly less than 
one-half the required number. 


AMERICAN ASSOCIATION FOR THE AD- 
VANCEMENT OF SCIENCE.—The 117th annual 
meeting of the A.A.A.S. will take place in 
Cleveland Dec. 26-30, 1950. The program 
will include a symposium on genetics and 
behavior, a symposium on human ecology, a 
four-session symposium on biological effects 
of radiation, and a number of sessions in 
the sections on medicine, psychology, anthro- 
pology, education, etc. 

The American Museum of Atomic Energy 
has arranged for an extensive exhibit as a 
part of the annual science exposition at the 
Cleveland meeting. 

The Association headquarters will be the 
Hotel Statler. 


Dr. Wittson Gores To UNIVERSITY OF 
NEBRASKA.—Dean Harold C, Lueth, Uni- 
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versity of Nebraska College of Medicine, 
announces the appointment of Dr. Cecil 
Legriel Wittson, formerly of Central Islip 
(L. I.) State Hospital, as professor of neu- 
rology and psychiatry and director of the 
Nebraska Psychiatric Unit. This is a joint 
venture between the Board of Control of 
the State of Nebraska and the Board of 
Regents and is designed as a teaching unit 
to the college of Medicine and School of 
Nursing. 


New TRAVELING CHILD GUIDANCE CEN- 
TER.—The Department of Mental Hygiene 
in New York State has placed in operation 
its eleventh traveling child guidance center, 
Dr. Newton Bigelow, Commissioner, recently 
announced. The new center will have its 
headquarters at Champlain College, Platts- 
burg, and will be under the supervision of 
Dr. Anne Hart, formerly associated with 
Kings County Hospital. Reasonable cover- 
age of rural areas throughout the entire 
state is now achieved. During the past year 
the Department’s traveling clinics served 
155 communities, aiding more than 7,000 
children. 


SOUTHERN PsyCHIATRIC ASSOCIATION.— 
The coming annual meeting of the Southern 
Psychiatric Association will be held in 
Williamsburg, Va., November 27, 28, 1950. 
Headquarters will be at the Williamsburg 


Inn. The president of the Association is 
Dr. R. Finley Gayle of Richmond, Va., and 
the secretary is Dr. Newdigate M. Owensby 
of Atlanta, Ga., from whom further infor- 
mation may be obtained. 


VA Boston.—Applications 
are invited for appointments as resident in 
psychiatry in the hospitals and clinics of the 
Veterans Administration in metropolitan 
Boston. The three-year program is under 
the supervision of the Deans Subcommittee 
on Neuropsychiatry, composed of the pro- 
fessors of psychiatry at Boston University, 
Harvard, and Tufts College Medical Schools. 
A residency in neurology is also available. 
For further information write to Dr. Jack- 


son M. Thomas, 311 Beacon St., Boston 16, 
Mass. 


MASSACHUSETTS POSTGRADUATE SEMI- 
NAR.—The sixteenth seminar under the aus- 
pices of the Massachusetts Department of 
Mental Health will begin October 6, 1950 at 
the Metropolitan State Hospital and the 
Boston Psychopathic Hospital. It will con- 
sist of three separate courses running con- 
currently : a review course in basic neurology 
and psychiatry, a course in clinical psychol- 
ogy and dynamic psychiatry, and a course in 
child psychiatry. Except for the latter, the 
lectures will continue into May 1951. 


REQUEST FROM NOMINATING COMMITTEE 


The Nominating Committee would be glad 
to receive from Members and Fellows of all 
classes suggestions for nominations for the 
offices to be filled at the elections at the next 
meeting. The offices to be filled are: (1) 
President-Elect, (2) Secretary (3) Trea- 


Karl M. Bowman, M.D., 
The Langley Porter Clinic, 


San Francisco, Calif. 


Francis J. Braceland, M. D., 
102-110 Second Avenue, S.W., 


Rochester, Minn. 


surer, (4) Three Councillors, and (5) One 
Auditor. 

It will be helpful if such suggestions can 
be in the hands of any of the members of the 
Committee before October 25th. 

David M. Levy, M.D., 


136 E. 57th Street, 
New York 22, N. Y. 


Harry C. Solomon, M. D., 
Boston Psychopathic Hospital, 
Boston, Mass. 


Winfred Overholser, M. D., Chairman 
Saint Elizabeths Hospital, 
Washington 20, D. C. 
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InpustriAL Psycuotocy. By Thomas Willard 
Harrell. (New York: Rinehart & Co., Inc., 
1949.) 


The achievements and aspirations of industrial 
psychology are well delineated in this book. Com- 
pressing the various efforts of psychology into a 
coherent whole, the author extracts from the core 
of scientific data principles and practices of im- 
portance both for production and for human and 
public relations. This volume provides a reasonable 
notion of the spadework done and being done by 
psychology for the improvement of human adjust- 
ment at work. It does not overstate the case. The 
author is careful to stress the limitations of in- 
dustrial psychology, the fact that few if any form- 
ulas have been found that will work in every situ- 
ation. There can be no infallible rules for the 
achievement of harmony in interpersonal rela- 
tions, nor even for the selection and placement of 
workers. 

It is obvious, however, that psychology has ac- 
complished much in providing leads to good per- 
sonnel practices and good industrial relations. The 
author describes the methods evolved. These meth- 
ods have taken shape gradually over the past 35 
years. However, the advance has been most notable 
since 1935, when psychology began to explore 
fields other than psychometrics. Its entry into the 
provinces of morale and interpersonal relations has 
been of great significance. 

This book is comprehensive in scope. It covers 
the following major fields: job analysis, descrip- 
tion and evaluation, and occupational classification ; 
individual differences and their evaluation; human 
engineering; and human relations. It is this last 
field that psychology views as the most important, 
since the foremost problem in industry is to secure 
cooperation between management and labor. That 
numerous sound principles are already at hand for 
coming to grips with the problem is definitely 
shown in this book. The author makes an effective 
analysis of the major factors involved in this pic- 
ture: motivation, attitudes and job satisfaction, 
morale and monotony, mental hygiene, the psy- 
chology of labor relations, and supervision. This 
section of the book is of special interest to psy- 
chiatry. 

Mid-century finds us a world away from the 
grossly callous industrial atmosphere of preceding 
generations. Enlightened management reflects in 
its policies the fundamental notion that man is not 
a machine. Industrial psychology has advanced a 
long way in our lifetime, and with it industry’s 
production score and the adjustment and satisfac- 
tion of the worker. But increasing specialization 
and the changing social order bring additional and 
more subtle problems, the solution of which will 
depend upon more intensified and better coor- 


dinated efforts, on the part of industry and labor 
as well as the social, medical, and pure sciences. 
Clues to future accomplishment will be found in 
this book, a constructive addition indeed to the 
literature of industrial psychology. 

&. 


PsyYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY. 
By Seymour Sarason, Ph.D. (New York: 
Harpers, 1949.) 


This book not only presents the psychological 
problems encountered in the field of mental defi- 
ciency, but is distinctly a hypercritical study of all 
theories and research on this condition. The wide 
scope of the author’s references and analysis of in- 
vestigations is most remarkable. Assembling, read- 
ing, and reporting the important points in such a 
large number of papers referred to could have been 
nothing short of a tremendous undertaking. 

In the early chapters the reader is impressed and 
rather appalled at the general attitude that very 
much that has been previously written cannot be 
accepted as entirely valid. The weak points and 
suppositions of early writers are attacked appar- 
ently on the grounds that the theories on which 
they are based are too general and not always true 
in individual cases. This attitude may have been 
the intent of the author, as inferred in the title of 
the book, to stress the problems that arise in the 
study of mental deficiency and mentally defective 
individuals. 

The practice of making a diagnosis of mental 
deficiency based on one particular test, especially 
the I. Q. score attained on a psychometric ex- 
amination, is strongly and correctly assailed. Phy- 
sicians and psychiatrists would never think of mak- 
ing a positive diagnosis on one symptom alone. 
They require a complete anamnesis embodying past 
history, present illness, and recent laboratory find- 
ings. To this knowledge obtained they apply the 
art of medicine in making a diagnosis. The same 
principles should be applied in diagnosing any in- 
dividual as mentally defective. 

Dr. Walter E. Fernald recognized this many 
years ago when he devised his Ten Point Scale. 
The results of psychometric examinations com- 
posed only one point of the scale. This scale is 
barely mentioned by the author though he places 
great stress on the environment encountered by the 
individual during his developmental period. 

Methods of diagnosis made by capable physi- 
cians and psychologists are attacked as not suffi- 
ciently specific in certain details. These attacks 
might be considered praiseworthy except for the 
fact that the study of human beings cannot be re- 
duced to an exact science, as the author recognizes 
in his description of the lack of homogeneity among 
defectives. 


1950 


The 
gle fo 
meast 
able, | 
preset 
petent 
after 

The 
the et 
know 
possib 
during 
childh 
child 

Con 
of pre 
test. 
amina 
clinica 
dure < 
cites 
ancies 
found, 
has be 
factor: 
ities.” 
of the 
statem 
is don 
tool ir 

Afte 
studies 
weak 
tions 1 

It i 
study 
presse 
interes 
ing ve 
statem 

The 
should 
any cli 
researt 

The 
of the 
clinica 
He ha 
and di: 
gists s 
the in 
thorita 


This 
ing ap 
arrang 


= 
GERIA’ 
A) 


1950] 


BOOK REVIEWS 313 


There is evidenced throughout the book a strug- 
gle for perfectionism in diagnosis by psychological 
measurements. This would be wonderful if attain- 
able, but the final decision must be made, for the 
present at least, by examiners who have been com- 
petently trained and who make a diagnosis only 
after assembling and evaluating all data obtainable. 

The author questions the influence of heredity in 
the etiology of the familial type “as we do not 
know what is inherited.” He seems to favor the 
possibility that emotional deprivations suffered 
during infancy and lack of cultural stimuli during 
childhood may have made it impossible for the 
child to develop intellectual and social competency. 

Considerable space is given over to a description 
of projective techniques, especially the Rorschach 
test. The author states that this method of ex- 
amination is becoming increasingly popular with 
clinical psychologists both as a diagnostic proce- 
dure and as an evaluation of total personality. He 
cites observations of others that, “Where discrep- 
ancies between Binet and Rorschach have been 
found, the Rorschach indicating higher capacity, it 
has been interpreted as an indication that affective 
factors are interfering with full utilization of capac- 
ities.” He concludes a rather lengthy discussion 
of the Rorschach test and interpretations with the 
statement, “Until the necessary large-scale research 
is done, the value of the Rorschach as a diagnostic 
tool in mental deficiency must be questioned.” 

After analyzing the many types of psychological 
studies made on defectives and emphasizing the 
weak points of each, the author repeatedly men- 
tions the need of further research. 

It is unfortunate that after such an extensive 
study the important points could not have been ex- 
pressed in a more concise form. The book, though 
interesting and instructive, is not easy to read, be- 
ing very discursive and lacking in summarizing 
statements. 

The well-arranged bibliography is excellent and 
should be very valuable as a reference source for 
any clinical psychologist, especially one interested in 
research, 

The author has discussed very thoroughly many 
of the problems that are embodied in the field of 
clinical psychology relating to mental deficiency. 
He has also given much space to the description 
and discussion of medical types. Although psycholo- 
gists should familiarize themselves with these types, 
the information can be better obtained from au- 
thoritative sources. 

Harry C. Storrs, M.D., 
Letchworth Village, 
Thiells, Rockland Co., N. Y. 


Gerratric MepicINe. THE CARE OF THE AGING 
AND THE AcEp. Edited by Edward J. Stieglitz, 
M.D. (Philadelphia: W. B. Saunders Com- 
pany, 1949.) 


This is the second edition, the first edition hav- 
ing appeared in 1943. There is considerable re- 
arrangement and revision in this second edition. 


An attempt is made to cover the various fields of 
medicine from the standpoint of the aging person 
in 773 pages. This forces a fairly condensed ver- 
sion, but does give a good over-all picture of the 
problems of geriatric medicine. 

Only 15 pages are allowed for the chapter on 
mental disease by Dr. Winfred Overholser. This 
chapter, although an excellent summary, is too 
condensed to allow for the adequate presentation 
of the many psychiatric problems of the aging. It 
is probable that other specialties would make simi- 
lar complaints as to the amount of space allocated. 

The general organization of the book is excel- 
lent, and the individual articles by the different 
authors seem on the whole to be very well written 
and to integrate into the entire setup of the book 
in a satisfactory manner. 

The book is, of course, intended as a general 
summary of the subject for the entire medical pro- 
fession and as such it can be thoroughly recom- 
mended. Psychiatrists will all profit from a read- 
ing of the entire book. Chapters particularly rec- 
ommended are: Chap. 1, “Foundations of Geri- 
atric Medicine,” Chap. 2, “Principles of Geriatric 
Medicine,” Chap. 3, “Physiological Changes of 
Normal Aging,” Chap. 4, “Anatomical Changes of 
Normal Aging,” Chap. 5, “Mental Changes with 
Normal Aging,” Chap. 6, “Medical Care of Nor- 
mal Senescents,” Chap. 7, “Medical Care of the 
Normal Aged,” Chap. 17, “Mental Disease,” Chap. 
19, “Organic Disease of the Brain, Spinal Cord, 
and Peripheral Nerves.” Finally the reviewer can- 
not refrain from urging a careful reading of Chap. 
40, “Diseases of the Prostate,” which has a great 
deal of material in it of value to the psychiatrist 
and which points out the normalcy of many symp- 
toms in the aging person that are generally 
thought of as due to specific diseases of the pros- 
tate. 

K.M.B. 


InpivipuAL BenAvior. By Donald Snygg, Ph. D., 
and Arthur W. Combs, Ph.D. (New York: 
Harper & Brothers, 1949.) 


This book is an attempt to “provide a more 
adequate frame of reference for understanding in- 
dividual behavior.” The authors designate their 
approach as “phenomenological,” and suggest that 
in order to understand the individual better we 
must know something about his own frame of 
reference. The manner in which this is done is, to 
this reviewer, quite obscure and the authors admit 
much further research will be required to prove 
definitely their thesis. 

The bibliography involved consists of 222 journal 
articles and monographs, which if one had the op- 
portunity to study each and every reference might 
perhaps clarify the authors’ approach. 

As is true of so many of these “new approaches” 
there is a great tendency to add chaos to confusion 
by injecting a new terminology for old concepts, 
which seems to be one of the outstanding faults 
in this volume as there is free and frequent use 
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of practically all the older concepts of psychology 
and psychiatry including the Freudian, Gestalt, and 
Meyerian schools of thought as well as many 
others, too numerous to mention in this brief 
review. 

The chapters on therapy, one on the “inductive 
methods” and another on “self-directive methods” 
or nondirective therapy, very definitely encourage 
the psychologist to treat, without medical super- 
vision or cooperation, all comers. 

It does not seem wise at this time to encourage 
psychologists, many of whom are inadequately pre- 
pared, to undertake the treatment of individuals 
who are in many instances definitely mentally sick 
people. The possibility that real damage may re- 
sult to the patient is too great to permit such a 
practice. 

This reviewer believes that the psychologist has 
much to offer in the understanding of the psychi- 
atric patient but he should act only in an ancillary 
capacity under the close supervision of a qualified 
psychiatrically trained physician. 

H. A. Strecker, M.D., 
Syracuse, N. Y. 


PsycHoLocy oF ApoLesceNcE. Third Edition. By 
Luella Cole, Ph.D. (New York: Rinehart 
and Company, Inc., 1948.) 


If anyone is seeking a comprehensive descriptive 
study of adolescence, here is the perfect answer. 
The author sets out “to present a balanced and 
comprehensive picture of adolescent growth along 
all lines—physical, emotional, social, moral, and 
intellectual.” She has succeeded in culling from the 
literature a formidable series of charts, lists, and 
other statistical data that give a readily recognized 
validity to the principles she puts forth. Through- 
out, every aspect of adolescence is described, cata- 
logued, and exemplified by abundant case material. 
The problems of adjustment are grouped under 8 
different areas. Twenty-nine basic human drives 
are given. Eight different types of parents are 
defined. As one reads this volume it becomes clear 
that it is primarily designed for school teachers. 
In fact, the management of behavior problems in 
school is one of the best features of this book. The 
author, from her own wide experience, provides 
sage counsel for the teacher who is confronted with 
a student who has a “crush” on her or who is 
afraid of her and other such common experiences. 

This book is, from a pedagogical point of view, 
faultless. It is lucid, simple, thorough, and well 
organized. However, its limitation is that it does 
not go beyond the descriptive level. The author 
eschews the psychoanalytic concepts and, therefore, 
can offer no explanatory principles. An adequate 
psychodynamics of adolescence is missing here. And 
further, unification of the multiplicity of adolescent 
phenomena that one sees in the analytic works is 
not to be found here. Thus the present volume 
can be recommended only as a supplement to the 
more dynamic works. It is, by and large, a study 
of the observable facts of adolescent behavior. 

The present edition differs from the earlier ones 


mainly in its use of more recent studies. The same 

chapter headings are retained. There are five parts: 

physical, emotional, social, moral, and intellectual 

development. The concluding chapter describes 

adulthood as the desirable end result of adolescence, 

just as in the introductory chapter the author states, 

“The main business of the adolescent is to stop 

being one!” 

Henry Musnick, M.D., 
Judge Baker Guidance Center, 

Boston, Mass. 


MepicaL Hypnosis. Volumes I and II. By Lewis 
R. Wolberg. (New York: Grune & Stratton, 
1948. ) 


Because hypnosis is so striking and fascinating 
in its manifestations, it has been exploited by the 
charlatan and the ignorant more extensively than 
it has been studied by the scientist. As a result, its 
literature abounds with the misleading writings 
of charlatans, and the unfounded dogmatic pro- 
nouncements of armchair philosophers, with only 
a relatively small scattering of carefully conducted 
scientific studies. Consequently, the student seeking 
a background for the scientific study of hypnosis is 
confronted by the difficult task of appraising an 
appalling mass of literature, the greater part of 
which is useless or, worse, misinformative. Even 
more difficult is this task rendered by the gratuitous 
writings of authors, actually competent in other 
fields, who felt a divine call to become self-consti- 
tuted authorities upon hypnosis without benefit of 
practice or experience. By virtue of deserved au- 
thority in their own fields, these authors, frequently 
psychologists, psychoanalysts, and psychiatrists, are 
accorded credence for their misconceptions, biases, 
prejudices, and dogmatic pronouncements. 

Hence, these 2 volumes by Dr. Wolberg are a 
most welcome addition to the literature on hyp- 
nosis, since they represent an earnest comprehensive 
attempt to appraise hypnotic literature, and to pre- 
sent the entire subject in a manner both scientific 
and understandable to the student. The fact that 
Dr. Wolberg is qualified as a psychiatrist, a 
psychoanalyst, and as a hypnotist renders these 
volumes even more valuable. 

Naturally, as an initial attempt to appraise a 
literature so voluminous and unorganized these two 
volumes are not a completely definitive work. For 
one thing, the author has been too inclusive, and for 
another, not sufficiently critical. Thus, especially 
in the first volume, a wealth of material has been 
included relating to clinical psychology, psychiatry 
in general, and even the basic considerations in 
psychotherapy. No assumption was apparently made 
by the author that a general clinical background, 
rather than a layman’s academic interest, should be 
requisite for the study of medical hypnosis. Hence, 
much of the effort expended in discussion of back- 
ground material might better have been spent upon 
more direct exposition of hypnosis. However, it 
must be admitted that the general medical back- 
ground ordinarily acquired is insufficient to permit 
ready understanding of medical hypnosis, and that 
the author’s attempt to meet this problem is thereby 


1950 | 


somewh 
medical 
Conce 
can be | 
ences. | 
bibliogr: 
not qua 
the cat 
others a 
publishe 
particul: 
work of 
interest 
uate req 
accepted 
To ex 
qualifica 
the imp 
simply t 
tive eval 
is to be 
The 
division 
sion. Fe 
removal, 
niques, 
analysis, 
relations 
batim c 
but muc 
which p 
patient. 
and ofte: 
with 
Additi 
topics be 
not be c 
re-educa 
suasion 
cal hypn 
and its t 
tion apa 
confusio 
Anoth 
volumes, 
For exa 
inductior 
quent hy 
to illust 
the novic 
outline, | 
trance 
the indiy 
respond, 
possible 
Moreove 
form of 
meet the 
individuz 
that tray 
process 1 
trance s 
In the 
simplific: 
expound 


1950] 


BOOK REVIEWS 


315 


somewhat justified, although the presentation of 
medical hypnosis is consequently too much restricted. 

Concerning the author’s uncriticalness, questions 
can be raised repeatedly about his choice of refer- 
ences. Many of the authors listed in the chapter 
bibliographies have written in related fields but are 
not qualified in medical hypnosis. Others fall into 
the category of armchair philosophers, and still 
others are undergraduate students who ill-advisedly 
published their initial experimental attempts. In 
particular, the reviewer has in mind the amateurish 
work of certain of Clark L. Hull’s students, whose 
interest was simply that of completing undergrad- 
uate requirements, but whose untrained efforts were 
accepted by Hull as conclusive studies. 

To expect Dr. Wolberg to be aware of the actual 
qualifications of all writers on hypnosis is asking 
the impossible. The intention of this criticism is 
simply to indicate the tremendous need for exhaus- 
tive evaluation of hypnotic literature if that of merit 
is to be determined. 

The second volume is marred by an arbitrary 
division of hypnosis into specific topics for discus- 
sion. For example, there is a discussion of symptom 
removal, psychobiological therapy, persuasion tech- 
niques, desensitization, re-education, transference 
analysis, etc., without good recognition of the inter- 
relationships of all of these topics. Extensive ver- 
batim case material is cited to illustrate points, 
but much of this illustrates only the slowness with 
which pertinent material was approached by the 
patient. Hence, the case material is slow, laborious, 
and often largely uninformative reading for anyone 
with experience in psychotherapy. 

Additionally, this type of arbitrary division into 
topics beclouds the fact that medical hypnosis can- 
not be completely subdivided into specific topics— 
re-education as distinct from desensitization, per- 
suasion from guidance, etc. On the contrary medi- 
cal hypnosis is an approach to the total personality, 
and its total experience; and to speak of re-educa- 
tion apart from guidance and persuasion leads to 
confusion rather than understanding. 

Another fault that needs mention, present in both 
volumes, is the too labored effort at simplification. 
For example, in the first volume, techniques of 
induction are divided into first, second, and subse- 
quent hypnotic sessions, with a wealth of material 
to illustrate what can be said to one subject. For 
the novice, this can be helpful in providing a general 
outline, but, as every experienced hypnotist knows, 
trance induction is best accomplished by meeting 
the individual subject’s capacities to learn and to 
respond, and not by arbitrarily defining what is 
possible for him in any given hypnotic session. 
Moreover, too much emphasis is placed upon the 
form of procedure, and too little upon the need to 
meet the unique requirements of the subject as an 
individual. Neither is there a clear-cut recognition 
that trance induction is no more than an initial 
process that leads to a subsequent utilization of the 
trance state. 

In the latter part of this volume, a similar over- 
simplification exists, wherein the author attempts to 
expound in separate chapters various symptomatic 


conditions, such as hysteria, anxiety, conversion 
states, etc., and at the same time to elucidate specific 
hypnotic procedures for each condition. Actually, 
the hypnotic approach is properly made to the total 
personality, and not to a symptom complex, a matter 
which the author recognizes but does not make clear 
to the reader. 

The first printing of these volumes was without 
an index, admittedly the fault of the publisher, who 
expressed to this reviewer the opinion that an index 
was not necessary for this reference work. The 
second printing has an index, but it is only a sub- 
ject index, and as such is most unsatisfactory, since 
in a reference work such as this the reader needs to 
know the authors referred to. Further, the bibli- 
ographies refer unfortunately to specific chapters. 
A general bibliography would prove of infinitely 
greater value. 

Nevertheless, despite these faults, these volumes 
are definitely a contribution to hypnotic literature. 
A wealth of experience and understanding went 
into them, and any reader, experienced or inexperi- 
enced, can gain much profit from them. Even more 
importantly, their defects as well as their values 
will serve significantly in pointing the way to fur- 
ther organization of knowledge of hypnosis. 

Mitton H. Erickson, M.D. 
Pheenix, Ariz. 


TALKS TO PARENTS AND TEACHERS. By Homer 
Lane. (New York: Hermitage Press, Inc., 
1949. Price: $2.75.) 

This book comprises .a selection of the writings, 
lectures, and miscellaneous notes of Homer Lane, 
a “natural psychologist” whose work with delin- 
quent children attracted much attention in America 
and later in England during the first 2 decades of 
the century. 

The most interesting part of this volume is the 
introduction by the Bishop of Liverpool, which 
contains a short account of this remarkable man. 
Without much professional training or even aca- 
demic education, Homer Lane undoubtedly de- 
veloped considerable skill in understanding and 
dealing with children and adolescents. He was one 
of the first to experiment with what would now be 
called “group work methods” in boys’ gangs and 
with delinquent children. He organized and was 
the first superintendent of the “Ford Republic,” 
a boys’ home run on self-governing basis. Later he 
developed the “Little Commonwealth” in England. 
It was also a reform school run on an unconven- 
tional and progressive pattern. Later he turned to 
lecturing and became a sort of private consulting 
psychologist. 

Throughout his life he encountered misunder- 
standing and prejudice—often in official circles. 
He was more than once in legal difficulties because 
of his unorthodox methods for his therapeutic en- 
deavours. He died in 1925. 

As one would imagine, his psychological prin- 
ciples as exposed (presumably after considerable 
editing) in this book are more in the nature of 
frantic exhortations and sentimental pronounce- 
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ments about children than systematic, critical in- 
sights gained through trained observation and ob- 
jective scientific method. In general, of course, 
Lane was on the side of the angels. He advocated 
more sympathetic understanding and affection for 
children and less authoritative control. He was all 
in favour of encouraging the “creative urge” in 
children, which he felt was inhibited by the then 
current educational practices, and he was stead- 
fastly opposed to learning “based on fear.” He 
emphasized the importance of the psychological 
and emotional needs of children as well as their 
individual differences. He anticipated the develop- 
ments of a decade later by insisting that children 
should be allowed to participate in curriculum 
planning. 

This book is of value mainly as a glimpse into 
the immediate past. We are so prone to accept 
the idea that a child-centered educational system 
or a permissive nondirective method with groups 
of children are products of our generation. Lane 
was no scientist and he wasn’t much of a writer. 
But he was passionately devoted to children and 
he developed some shrewd and valuable insights. 
For the educationist who is familiar with the 
modern points of view in personality development, 
this book is of interest. For the uninitiated the 
book might be confusing and misleading. 

J. D. M. Grirrin, M. D., 
Toronto, Canada. 


Tue Pre-Etection Potts or 1948. (New York: 
The Social Science Research Council, 1949. 
Price $3.00.) 


Immediately following the spectacular failure of 
the national polling agencies in the 1948 Pres- 
idential election, the Social Science Research 
Council appointed a blue ribbon committee to 
undertake a full scale investigation of polling ma- 
chinery to determine what had led the agencies 
into error. The SSRC committee received whole- 
hearted cooperation from the pollsters and were 
given access to complete files of election poll data, 
enabling the committee to reconstruct each stage 
in the process of measuring opinion. The com- 
mittee report, fully detailed and documented, may 
be taken as a definitive answer as to why the polls 
erred. 

The committee reports 2 major sources of errors 
in the pollsters’ methods: (a) errors of sampling 
and interviewing, and (b) errors of forecasting, 
involving failure to assess the future behavior of 
undecided voters and to detect shifts of voting in- 
tention near the end of the campaign. Error of the 
first type could be reduced by using methods now 
available. Error of the second type presents a 
much more difficult problem in reduction, and its 
removal depends upon future research in psycho- 
logical and political behavior. 

Psychiatrists will recognize immediately that 
expression of intent to act and actual behavior are 
quite different quantities. The SSRC committee 
faces up to the hard truth that a collection of 


opinions gathered at first hand from individuals 
does not necessarily indicate that the people polled 
will behave as they say they will. 

In the words of the committee: “The prediction 
of human behavior from an expression of intent 
is, in the present state of knowledge, and particu- 
larly with the actual methods used, a hazardous 
venture. This is a central problem for research, 
which has been largely ignored in the pre-election 
poll predictions. The gap between an expression 
of intent and actual behavior will continue to be 
a major source of error in future election fore- 
casts, as well as in other attempts to predict 
human behavior; and in the present state of knowl- 
edge, must be recognized as a baffling and un- 
solved problem imposing serious limitations on 
opinion poll predictions.” Doubtless any aid that 
psychiatrists could extend to pollsters in coping 
with this problem would be most welcome. 

Although not within the scope of its investiga- 
tion, the committee points out that the limitations 
of polling as a predictive device in the political 
sphere should not obscure the usefulness of poll- 
ing in other fields. Again to employ the words of 
the SSRC report: 

“The committee would be remiss not to point 
out, however, that in other kinds of surveys the 
available sampling survey techniques properly util- 
ized have produced results with surprisingly little 
difference from those which were obtained from 
a complete canvass of the population. Competent 
sampling survey techniques used within their 
known limitations, and particularly where response 
errors are adequately controlled, can provide 
highly useful information at relatively low cost, 
with great speed and with small margins of error.” 

Frank V. CANTWELL, 
Dept. of Sociology, 
Rutgers University. 


Tue Desert Peopte: A Stupy oF THE PAPAGO 
INDIANS OF SOUTHERN Arizona. By Alice 
Joseph, M.D., Rosamond B. Spicer, and June 
Chesky. (Chicago: The University of Chi- 
cago Press, 1949.) 


That the extensive program of research on the 
development of personality in 5 American Indian 
tribes, being carried out jointly by the U. S. 
Bureau of Indian Affairs and the University of 
Chicago Committee on Human Development, is 
progressing is shown by the appearance of this 
informative monograph of 288 pages in the series. 
The Hopi, Sioux, Navajo, and Zuni are the other 
tribes under investigation. The aim of the proj- 
ect is to assist in gauging the effect and direction 
of the new Indian Service policy. 

Part I, by Spicer, is a historical and ethno- 
graphic account of the Papago of 1943 written in a 
straightforward descriptive style and full of illus- 
trative references that show exactly how the proc- 
ess of Indian-white acculturation has taken place. 
One learns, for example, that the Papago diet is 
deficient in vitamins as a result of the abandon- 
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ment of the ancient diet and incomplete acceptance 
of the white man’s food items. Although the econ- 
omy and politics of the Papago are dominated by 
the whites, the old ceremonial life, which is mainly 
concerned with rain and health, still flourishes. 
Spicer has successfully captured and transmitted 
the Papago outlook on life and set down the main 
personality traits of the group. 

Chesky’s section, entitled “Growing Up on the 
Desert,” is an analysis of Papago childhood divided 
chronologically into stages of the first 4 years of 
life, 5 to 10, and 11 to 18. These age categories 
are for the reader’s convenience rather than formal 
stages recognized by the Papago, who, rather, 
appear to have an informal, indulgent, and leisurely 
pattern of infant training that is attuned to the na- 
tural pace of the child. In the second period of 
childhood the child is introduced to the all-impor- 
tant principle in personal relationships: that au- 
thority is held by those who claim age seniority. 
Between 11 and 18 he is inducted into the third 
guiding principle of Papago life, that of male 
superiority. 

Joseph’s section on child personality is based 
upon the results of tests that required a minimum 


of knowledge of English and acquaintance with 
symbols and concepts of Caucasian civilization. 
The following tests were utilized: Arthur Point 
Performance Scale (Short Form), Goodenough 
Draw-a-Man Test, Stewart’s Emotional Response 
Test, Bavelas’ Moral Ideology Test, Murray’s 
Thematic Apperception Test (Revised), Ror- 
schach’s Psychodiagnostic Test, a story designed to 
test concepts of immanent justice and animism, and 
free drawings. From 63 to 149 individuals were 
examined by these various tests; results by sex 
and age groups are separately analyzed. The report 
of the psychological analysis is primarily concerned 
with “those attitudes, reactions and personality 
traits which seem to belong specifically to the 
Papago tribe and to distinguish it from other Indian 
tribes and cultural groups.” An appendix by Joseph 
contains personality sketches of 8 Papago children. 
It is the reviewer’s opinion that this detailed and 
careful report on Papago culture and personality 
will be generally adjudged as one of the best ef- 
forts yet to appear in this line. 
Rosert F. HE1zer, 
Dept. of Anthropology, 
University of California. 
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GLENN EDWIN MYERS, M.D. 
1886-1950 


Glenn Edwin Myers, a resident of South- 
ern California since 1919, died on June 11, 
1950, at the age of 64 years. Thirty-one 
years of his life were spent in advancing the 
interests of psychiatry on the western coast. 
His leadership in his specialty was recog- 
nized and appreciated, both by his profes- 
sional colleagues and by those who minister 
to the social needs of the community and to 
the welfare of the mentally ill of California. 

He was a generous and kindly man, ever 
ready and willing to give encouragement to 
those who sought proficiency in the art of 
psychiatric medicine and to others who 
march in the cavalcade of modern psychi- 
atric services. His sanitarium at Compton, 
Calif., of which he was medical director, 
was long ago approved for residencies in 
psychiatry, and it maintained an affiliation 
for the training of psychiatric nurses and 
social service case workers. 

He took an active interest in the public 
care of mental diseases by the state, acting 
in an advisory and consulting capacity to 
the State Department of Institutions and 
later to the State Department of Mental 
Hygiene. He encouraged and advanced leg- 
islation to improve the public care of menial 
illness, and at the time of his death was a 
member of the Board of Trustees of the 
Norwalk State Hospital. 

He was long acknowledged as a leader in 
the field of mental hygiene in Southern Cali- 
fornia, being instrumental in establishing the 
Child Guidance Clinic and the Adult Psy- 
chiatric Clinic in Los Angeles. For several 
years he was chairman of the Council of 
Social Agencies of the Los Angeles Com- 
munity Chest. 

He joined The American Psychiatric As- 
sociation in 1912 and took an active part in 
furthering its interests. He was a member 
of the Council for several terms and ac- 
tively participated in its committee work. 
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He served as Captain in the U. S. Army 
during World War I and was thereafter 
greatly interested in the welfare of disabled 
veterans, having served for several years 
as a member of the advisory committee of 
the Veterans Administration. 

He was a member of the Society for Re- 
search in Nervous and Mental Diseases and 
the National Committee for Mental Hygiene, 
and a contributor of many articles on psychi- 
atry and allied subjects to medical journals. 
His active interest as a member of the execu- 
tive board of the Hospital Service of South- 
ern California will be greatly missed. He 
was vice-president and trustee of the Cali- 
fornia Physicians Service and president of 
the Public Health League. He was past- 
president of the Los Angeles Society of 
Psychiatry and Neurology and also of the 
section of psychiatry and neurology of the 
California Medical Society, and was a Diplo- 
mate of the American Board of Psychiatry 
and Neurology. 

Glenn Myers was born at Attica, Ohio, 
Feb. 26, 1886, where he received his prelimi- 
nary education. He attended Buchtel Col- 
lege for three years and received his degree 
of A.B. in 1907 and M.D. in 1909, from 
the University of Indiana. After a rotating 
internship he entered the field of psychiatry 
in 1910 and thereafter received his training 
at the New York Psychiatric Institute, 
Wards Island, where he was a pupil of 
Adolf Meyer, August Hoch, and Superin- 
tendent Mabon. 

His principal hobbies were motoring and 
sailing. He took great delight in the latter 
form of recreation and for the past few 
years his racing yacht, the “Queen Mab,” 
was no stranger to the many yacht anchor- 
ages of the California coast. He was a mem- 
ber of the Los Angeles Country Club and 
the Los Angeles Yacht Club. Glenn will 
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be missed by a host of friends and associates. 
He is survived by his widow, two daugh- 
ters, and two grandchildren, and also by his 


brother, who is dean of the University of 
Indiana Medical School. 
Watter L. Treapway, M.D. 


PAUL O. KOMORA 
1891-1950 


Paul Komora, who died on July 18, 1950, 
was well known and highly esteemed by 
members of The American Psychiatric Asso- 
ciation, the annual meeting of which he fre- 
quently attended, and by many others who 
were aware of his devoted, capable service in 
the field of mental hygiene. At the time of 
his death he had, since 1944, been adminis- 
trative secretary of the New York State De- 
partment of Mental Hygiene. Previously, 
including a period of absence in war service, 
he had, for more than 25 years, been a mem- 
ber of the staff of the National Committee 
for Mental Hygiene. 

He was appointed to this position in 1917 
when, under the leadership of Dr. Thomas 
W. Salmon, medical director, the Committee 
was assisting in providing psychiatric service 
in the U. S. Army during World War I. 
After participating in this war work of the 
Committee he enlisted in the Medical De- 
partment of the Army and went overseas. 
He was soon transferred to the headquarters 
of the medical and surgical consultants, 
where he was again associated with Dr. Sal- 
mon, who, with the rank of Colonel, was 
chief consultant in neuropsychiatry and di- 
rector of the psychiatric service of the 
A. E. F. 

When the war ended and Dr. Salmon re- 
sumed his position in the National Commit- 
tee, Komora returned as his secretary. He 
participated in many of the important under- 
takings of the Committee, notably in obtain- 
ing adequate hospital provision for mentally 
ill war veterans, in which his army experi- 
ence enabled him to be of great assistance. 

When in 1922 Dr. Salmon resigned, Ko- 
mora remained with the Committee as educa- 
tional assistant, and undertook the develop- 
ment of mental health publicity. This was 
not easy, as neither the press nor the public 
had yet learned the importance and value of 
mental health information. Komora, how- 
ever, soon gained the confidence of both psy- 


chiatrists and the press, as the material he 
prepared for publication was scientifically re- 
liable and expressed in language the public 
could understand. Gradually his material be- 
gan to appear in the public press. The 
American Psychiatric Association, which had 
not yet made regular provision for press re- 
leases, engaged Komora as publicity director 
for the meetings of 1926, 1931, and 1934. 
The American Orthopsychiatric Association 
also, at its meetings in 1935, 1937, 1940, and 
1941, engaged him in this capacity. In 1932 
he was advanced to the position of associate 
secretary of the National Committee, but he 
kept on with mental health publicity. His 
associates in the Committee consider that he 
did far more than is generally realized to in- 
terpret psychiatry and mental hygiene to the 
public, and that this was his greatest con- 
tribution to the mental hygiene movement. 
His mental hygiene activities extended far 
beyond his service in the National Commit- 
tee. In 1920 he was assistant secretary of a 
New York State commission appointed to es- 
tablish a hospital for discharged mentally ill 
soldiers, sailors, and marines who were resi- 
dents of the state. In 1928 he was appointed 
secretary of the Salmon Memorial Commit- 
tee, which made provision for the Salmon 
Lectures and other Salmon memorials, and 
for the recently published Salmon biography. 
In 1932 he was chairman of the Health 
Work Group of the National Social Work 
Council, and in 1933 he was secretary of the 
Division of Educational Publicity of the Na- 
tional Conference of Social Work. He was 
secretary of the American Foundation for 
Mental Hygiene, and had been Secretary of 
the International Committee for Mental Hy- 
giene. He was a member of the National 
Social Work Council, of the American Asso- 
ciation of Social Workers, of the American 
Association on Mental Deficiency, the Na- 
tional Health and Welfare Council, and the 
Council of the National Committee for Men- 


rmy 
fter 
dled 
ears 
> of 
Re- 


320 


IN MEMORIAM 


[ Oct. 


tal Hygiene. In all these, and many other 
formal and informal relationships in the field 
of mental hygiene, his extensive knowledge 
and his understanding, ardent interest and 
well-directed activity enabled him to con- 
tribute substantially to the objects aimed at. 

The larger part of his contributions to 
mental health publicity consisted of material 
furnished to representatives of the press, and 
his name did not appear. He was, however, 
co-editor and co-author of some of the chap- 
ters of the volume on neuropsychiatry in the 
“Medical and Surgical History of World 
War I” published by the U. S. Government 
in 1929. He was a contributing editor of the 
Encyclopedia of the Social Sciences in 1933. 
In 1934 his report of a survey he conducted 
of the effects of the economic crisis on the 
institutions for the mentally ill in the United 
States, entitled “State Hospitals in the De- 
pression,” was published by the National 
Committee. He was also joint author of a 
report on a survey (“Research in Mental 
Hospitals,” also published by the Commit- 
tee) in which he collaborated. He collabor- 
ated also in the survey of facilities for the 
care of the mentally ill in the New York 
metropolitan area, the report of which is in- 
cluded in the volume “The Hospitals of New 
York,” published in 1937. In 1938 he was 
administrative secretary of the symposium 
on mental health of the Section of Medical 
Sciences of the American Association for the 
Advancement of Science, and co-author of 
the report entitled “Mental Health,” pub- 
lished by Science Press. In the National 


Committee he was editor of the “Mental Hy- 
giene Bulletin” from 1928 to 1932, and of 
the “News Letter” from 1931 to 1940. He 
was a contributing editor of the quarterly 
magazine “Mental Hygiene” from 1933, and 
compiler of the “Notes and Comments” sec- 
tion. He preserved and assembled material 
relating to the life and work of Dr. T. W. 
Salmon that was invaluable in the prepar- 
ation of the Salmon biography of which Dr. 
Earl D. Bond is the author, with Komora as 
collaborator. As one of the literary executors 
of Clifford W. Beers he shared responsibility 
in authorizing and editing new editions of 
his book, “A Mind That Found Itself,” and 
in arranging for translations to foreign 
languages. 

Paul Komora was born in New York City 
August 24, 1891. Following high school he 
graduated from La Salle Academy in 1906. 
In 1924 he married Mary Margaret Heffner, 
whose death after a brief illness occurred 
September 2, 1950. A surviving son is a 
student at Notre Dame University. Very 
Rev. Msgr. Emil A. Komora and Edward J. 
Komora, M. D., are surviving brothers, and 
Miss Irene C. Komora a surviving sister. 

The memory of Komora’s warm-hearted, 
friendly personality, his spontaneous capable 
readiness to be of service whenever and 
wherever opportunity presented, his earnest 
enthusiasm and industry, and the modesty 
and efficiency with which he carried on his 
many important activities will long be cher- 
ished by all who knew him. 

L. Russe tt, M.D. 
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